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Introduction 


George Winokur, M.D. 


Social factors pose singularly intriguing problems the 
mental health and preventive medicine and encompass 
awide variety subjects. Studies this issue range from the 
utilization the hospital milieu treat psychiatrically ill 
patients the techniques physician must employ adapting 
himself unfamiliar culture, from the effects culture 
the etiology tuberculosis the effects group member- 
the formation attitudes. Nevertheless, would 
appear even the casual observer that unifying concept 
present. are dealing with the importance the relation- 
ships between the patient, the physician, and the community. 
The area abutment each the articles presented this 
issue Human Organization the area behavior 
and its significance health and disease. 

abandon the concept functional opposed 
the interaction between behavior and other aspects 
such infectious factors metabolic changes becomes 
amajor consideration. This change emphasis what 
taken important the fields mental health and 
preventive medicine quite evident and testified the 
large changes medical curricula some the more avant 
garde American medical schools. These curricula are be- 
increasingly oriented toward human behavior and 
the contributions this area the sociologist, anthropologist, 
and social psychologist. this set contributions which 
taking its place alongside anatomy and physiology, part 
the basic science material medicine. 

order institute programs prevention new areas 
knowledge behavior and the particular attitudes 
the strange culture must known. Further, there must 
imaginative consideration various sorts gambits 
order deal effectively with the new problems. Here, then, 
the proper place for joint preventive medicine 
psychiatry, and, perhaps neither too much hope 
nor expect, that, the future, productive relationship will 
found between the two disciplines teaching and research 
the field normal human behavior. Such rapprochement 
would particularly significant the preclinical years 
medical school program. 

More venerable and better known than the above field 
normal behavior, the study social factors the 


epidemiology disease. The lack specific etiological agents 
tends emphasize the practical importance the social 
factors, but even entities which are reproducible the 
laboratory, the influence social factors cannot disre- 
garded. discussing the subject epidemiology, are 
dealing with set factors which, not carefully evaluated, 
can misleading they might rewarding interpreted 
with caution. Years before the isolation the specific agent 
syphilis the central nervous system, much was made 
the fact that, while sailors had high incidence paresis, 
was disease practically unknown among the women who 
were members various religious orders. consequence, 
the sea and salt air were implicated the pathogenesis 
the disease. the other hand, there are lack really 
perspicacious observations the interplay disease and 
social factors. Even 1893, Emile Zola, writing his novel 
Doctor Pascal, remarked the two children the woman 
Guiraude whose husband had died consumption. Valentin, 
boy 21, whom his mother had insisted keeping with 
her out “blind affection” was sickly, tubercular, and 
dying, whereas, Sophie, girl 16, had been sent 
neighboring village live with aunt where she grew 
“open and enjoyed “superb health.” Ultimately 
would appear that the main contribution these sorts 
observations will not pointing out social factors the 
end point the etiology disease, but rather providing 
set facts which delineate the illness and make possible 
determine the sine qua non the process. 

One final point remains. This concerns the use the 
milieu the treatment disease. mental illness and 
the cutting down narcotics for terminal cancer patients, 
this type treatment recently has been used and has resulted 
valuable additions the armamentarium therapy. 
emphasizes once more, that treatment does not need 
connected with etiology 1:1 ratio for value. 

light the above comments this special issue Human 
Organization, devoted mental health and preventive medi- 
cine, has been composed. are presenting significant con- 
tributions exciting field new and converging research 
interests. hope that this special issue will stimulate 
further research progress field which promises much 
for improvements therapy and preventive medicine. 
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Operational Psychiatry: Orientation and Some Aspects 


George Winokur, M.D.* 


The purpose this paper deal with some the prob- 
lems social psychiatry. This is, course, broad field and 
think most would agree that encompasses almost every- 
thing pertaining human behavior that does not inside 
test tube not recorded from series amplifiers and 
vacuum tubes. Social word concerned with human beings 
group and almost person lives himself the 
socialness any individual’s situation cannot ignored. 
This then means that social psychiatry ranges from the 
epidemiological studies Redlich and Hollingshead the 
clinical observation Tapia that very frequently after com- 
mitting anti-social act adolescents will the nearest 
drive-in, there gorge themselves the food simple 
living—hamburgers, onions and chocolate milk shakes (1, 2). 
ranges from Maxwell Jones’ therapeutic community the 
use the principles animal research for setting 
ward the ways handling and treating people who exhibit 
certain types illnesses (3). seems that person 
who says interested social psychiatry must 
interested the facets individual psychotherapy 
might finding just made Washington University 
St. Louis, namely, that 40% more neurotic than normal 
women claim they experience orgasm their sleep dreams, 
might various aspects suicide, which subject 
Dr. Robins and Dr. O’Neal discuss this issue Human 
Organization (4). 

From the above cursory delineation the scope social 
psychiatry, really wonder the term has any specific use 
all. would appear that offers more psychiatry 
than the term psychosomatic medicine and this last title 
clarifies very little. 

Being unable offer decent categorization psychiatry, 
would like propose orientation, namely that 
operational psychiatry. Being oriented toward operational 
psychiatry really quite respectable; means one the 
side science and scientific methods. 

quote Frank (5) means that “one careful distin- 
guish experimentally testable assertion about observable 
facts from proposal represent the facts certain way 
word diagram.” Operational psychiatry removes one 
from the realm metapsychology and takes one the field 
the definable, the testable, and the repeatable. The test 
the value operational psychiatry must course lie its 
contribution predictability. 

One the aspects operational psychiatry that have 
found quite productive research therapy the utilization 
principles and observations gleaned primarily from ex- 


Dr. Winokur Assistant Professor Psychiatary, Department 
Psychiatry Neurology, Washington University School Medi- 
cine, St. Louis, Missouri. 


perimental psychology but also from other disciplines 
set specific types therapeutic situations for psychiatric 
patients (6). example would best illustrate this: 

Dr. man around years age who had been 
extremely successful laboratory researcher 
About years ago became ill with agitated depression 
and was admitted psychiatric hospital where course 
electro-shock therapy was administered. Unlike many patients 
with the above diagnosis Dr. received little benefit from 
the treatments and was transferred private hospital 
the southern United States. Here also failed 
and was moved the psychiatric division medical school 
where attempt was made engage him intensive 
psychotherapeutic relationship. Once more the efforts were 
met with failure and returned his home where existed 
state constant agitation, taking huge quantities 
barbiturates. was totally unable work. 
his home city was consulted who suggested state hospital- 
ization but the family preferred one more attempt treat- 
ment hospital devoted the treatment acute psychotic 
patients prior commitment chronic basis. was, 
therefore, taken the acute psychiatric hospital where 
appeared flushed, agitated, tearful, and constantly demanded 
drugs, and the companionship his wife and doctor. 

was decided this point that treatment centering about 
Dr. A.’s evaluations his feelings had then been 
signally unsuccessful and consequently plan was devised 
deal only with his overt behavior. The idea was taken into 
account that individual who depressed learns certain 
techniques handling interpersonal difficulties and, that after 
the depression dissipated, the individual will frequently 
continue utilize these techniques. This utilization makes 
the person appear depressed formerly when, fact, his 
illness different quality. 

Drugs were essentially stopped the patient was not allowed 
inactive during the day, and privileges (phone calls, 
visits, etc.) were only given the patient had accomplished 
something occupational therapy. Dr. seemed become 
more participant ward activities and occupational therapy 
and this occurred was involved one the laboratories. 
Finally, was discharged from the hospital and has con- 
tinued his activities the laboratory and does some clinical 

This case presented not really testimonial but 
example work that can repeated and tested. matter 
fact many people with depressions spontaneously remit 
and Dr. A.’s improvement might have been the result this. 
However, the point the illustration that the reinforcement 
certain types behavior can duplicated with relative 
ease. 
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The above then therapy which used its 
and Mowrer’s two-factor theory learning with the 
idea that motor skeletal behavior learned 
large extent because drive reduction reinforcement (7). 

Another illustration the use experimental principles 
formulating therapeutic action might discussed from 
Tapia’s observation that after antisocial acts, adolescents 
frequently eat. this observation were validated well- 
conceived study would provide some reason question 
whether the eating might considered reinforcement 
the previous behavior and whether, this gratification were 
stopped via the use the relationship between therapist and 
patient, the anti-social behavior might drop out. 

Finally, there some reason believe that the use 
experimentally derived principles conjunction with adequate 
observation provides reasonable basis for the 
certain types behavior. example this 
would the realm brainwashing thought reform. 
recent discussion group which included civilian returnees 
from Chinese prison where thought reform was attempted, 
the following episode was reported woman, B., who 
was subjected the brainwashing process. Mrs. tells 
being brought into the office interrogator where she was 
order see her husband again, she would willing 
see the occurrence third world war. Her answer was 
the and was met the response great 
disgust the part the interrogator. This produced her 
the feeling intense guilt and when she returned her cell, 
which she shared with other prisoners, she found that was 
necessary examine herself and her motives great length, 
and change, presumably order become morally 
better and more comfortable person. Here then instance 
synthetic irrelevant drive state being produced the 
interrogator the interpersonal situation and the opportunity 
being given Mrs. reduce this drive talking her 
cell mates and captors and making various changes think- 
ing and behavior. 


Using the above illustrations seems general that the 
areas operational psychiatry that deal with the dynamics 
human behavior and physiology would well served 
marriage experimentally derived principles and naturalistic 
clinical observations. Wherever the vectors experiment 
meet the vectors clinical experience, entirely likely that 
because the diverse and independent means obtaining 
the data, validity more likely present. 


Summary 


Social psychiatry term full sound and fury signifying 
little the way precision and specificity. Operational 
psychiatry orientation which dependent science and 
the scientific method. One aspect operational psychiatry, 
namely that dealing with the dynamics behavior, quite 
well realized taking into account various principles 
behavior which have been experimentally derived. 
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Theory and Observation Psychiatric Research 


Samuel Guzé, M.D.* 


began think about and plan this paper, became 
quite concerned over the realization which developed that 
nearly all would have say would critical. Such role 
for myself found unpleasant and felt sorry had accepted 
Dr. invitation. It’s one thing express critical 
ideas informal discussion give and take among col- 
leagues and another formalize prepared paper! and 
reveal everyone jaundiced eye and dyspeptic face. The 
only partial consolation that audience not made 
principally psychiatrists and hence, may escape with 
unconscious motives for taking this tack still largely unrecog- 
nized—or perhaps underestimate the influence profession 
has had upon yours. 

There old saying that professors philosophy study 
philosophy while philosophers study life. were use 
this aphorism model might come with something 
like the idea that psychiatric and psychologic research more 
interested theories than the psychiatric psychological 
phenomena themselves. fact, permitted indulge 
myself bit more, would say that are age neo- 
scholasticism where modern angels gyrating upon the heads 
pins are once more captivating our imaginations and 
seducing our energies from more productive labors. Some may 
ask: where are these new angels? The answer that they are 
disguised the form elaborate and edifying systems 
intra-psychic forces, anatomies the mind, intervening vari- 
ables, hypothetical constructs, pseudo-neurologyzing, mathe- 
matical models, feed-back systems, and the whole host 
imaginative creations which testify man’s remarkable gift 
for fantasy. overstating the case? Very likely but per- 
haps the caricature our activities, may see certain 
distinctive qualities hitherto glossed over. 

There was time, naiveté, when thought that only 
undisciplined clinicians, especially those intrigued with Freud’s 
contributions our present dilemmas, were the ones hope- 
lessly floundering the labyrinths their own intellectual 
productions. Those airy castles the minds the clinicians 
which seem have endless corridors, ever new and unex- 
pected passageways, swinging doors which permit one pass 
either direction, and the wonderful architectural magic 
being able support endless array new rooms these 
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are needed, without undermining the original foundations 
ever having turn guest away not belonging! 

came bitter pill realize that what looked like 
the other end the continuum from the free-wheeling 
clinician, the laboratories the experimental psychologists, 
with Hull the prototype, there existed another form, though 
more subtle, this same spirit theory building. Here, 
however, the poetry has been left out, and place romantic 
mythologies found forbidding array mathematical 
symbols, formulas, and equations easily overwhelming for the 
uninitiated and the unsuspecting. Reaction potential, general- 
ized reaction potential, aggregate inhibitory potential, 
lus-intensity dynamism, incentive-reinforcement, generalized 
habit strength, mention few the more esoteric and 
challenging variables with their symbol letters, subscripts and 
suprascripts seem carry impressive weight scientific 
spirit which can and misleading. more careful con- 
sideration reveals that these have precise meaning, are 
related fragmented clinical and experimental observations 
most approximate fashion, and despite the homage paid 
them the beginning many research reports learning 
and motivation, are way essential for the conception 
the experiments involved meaningful evaluating the 
results. This was demonstrated reviewing 
volumes the Journal Experimental Psychology. 

Like the earlier scholastics, seem more interested 
critical essays about the ideas and theories ourselves and 
our colleagues than making new observations and acquiring 
more data. 

Thoughtful study many, not most, the major papers 
and books prominent psychoanalysts, clinical psychologists, 
and experimental psychologists the fields learning and 
motivation reveals that the major preoccupation not with 
repeated, detailed, controlled observations the phenomena 
studied with emphasis upon the natural history the events 
under consideration. The focus interest rather the 
elaboration and refinement theory formulation. con- 
cerned with the relationships between the ideas the expense 
the concern with the relationship between the natural 
phenomena. The purpose their experiments test the 
elaborate theories various points and thus allegedly support 
the impressive superstructure deductive reasoning. not 
the attempt make controlled observations that certain 
variables may manipulated order determine their 
influence upon other variables, where such influence has been 
suggested from the original observations 
phenomena. 
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seems that such approach theory can lead 
only the kind retrospective events and 
seldom the kind knowledge which permits critical and 
significant prediction. 

very intriguing see how many people believe 
that scientific progress based upon theory construction. This 
belief widespread and deeply entrenched that even 
provide elaborate courses and textbooks for our students 
scientific methodology, experimental design, theory formation, 
etc. would submit that these are all part attempt 
retrospectively account for that most unaccountable 
phenomena—creative genius and imagination. believe that 
completely ignored the whole business hypothetico- 
deductive systems, theory testing and the like, and concen- 
trated upon more careful observations and experimenting 
with the most limited kinds hypotheses concerning first- 
level functional connections between phenomena, would, 
the very least, release enough man-hours double the 
amount productive labor. 

seems that underlying much current theory 
formation the idea that the goal scientific effort what 
will call prediction and control. 
What passes for explanation this very difficult area 
usually plausible, internally consistent, mentalistic system 
which permits numberless modifications and hoc additions 
and which never fundamentally testable. Scientifically, 
therefore, can never have significant validity and can only 
serve grant closure and hence reduce anxiety. 

Anyone who cares peruse, even casually, most recent 
psychiatric publications must struck the infrequency with 
which proper controls are introduced into observations. 
this serious error omission, psychiatry reflects its medical 
background where recent survey the clinical literature 
revealed astonishing absence any attempt control the 
experience reported, the overwhelming majority cases. 
Even more disquieting the experience finding leading 
psychiatrists who are involved research costing hundreds 
thousands dollars rejecting the appropriateness trying 
apply controls. Instead reacting the complexity 
the problem with multiple controls, these investigators prefer 
fall back upon the idea that each individual personality 
unique and therefore controls are impossible! 

very close cousin this kind argument the one 
that challenges the very idea skepticism and scientific inquiry 
hominem attack upon the critic, questioning his 
motives and implying that the principal basis for his criticism 
unconscious need defend himself against the disrupting 
power the idea questioned criticized. Even one could 
concede that critic’s motivation not pure, indeed 
curious that the notion that argument must evaluated 
its own merits and not the motives which led its 
selection, has not carried the field with everyone. fact, just 
the opposite frequently heard high places and Kubie, 
paper? suggests that all researchers must obtain self- 
knowledge before they can expect creative original 
investigation. stops just short explicitly advocating 
personal psychoanalysis but slight extrapolation his recent 
papers suggests that this will shortly indicated. 


Kubie, Psychiatric Research Report No. American Psycho- 
logical Association, October, 1956. 


For very illuminating critique the possible consequences 
original thinking such potentially brain-washing ex- 
periences, refer you penetrating article leading 
British psychoanalyst, Edward Glover, his paper 

There another curious argument which one not rarely 
encounters discussions concerning the scientific basis 
psychiatry and psychiatric research. This the suggestion 
that attempts too scientific, too objective, somehow 
other, are antihumanistic unhumanitarian. Without deny- 
ing any way the need for compassion, humanity, and sym- 
pathy—cardinal qualities for ideal physician—I cannot 
see where effective knowledge, ethically applied, not the 
most humanitarian achievement. Accurate understanding 
the causes and processes schizophrenia leading effective 
treatment cure—by giving untold years self-respectful 
productive, creative living millions people and their 
families the generations come—would certainly take 
second place nothing else when came contributions 
humanistic efforts. 

realize that much what have said far may 
unnecessary for readers this journal. Perhaps have been 
provincial not realize that other fields the foibles 
psychiatric thought and investigation are long since recog- 
nized and classified. this the case, please deal with 
effrontery gently. Brashness, not accompanied something 
new and worthwhile effrontery indeed! 

Assuming that what have say not totally old hash, 
these remarks have more than theoretical interest social 
scientists? hope that have succeeded making them 
interesting you, because believe that future collaboration 
between psychiatrists and social scientists will increase. There 
are already signs that social scientists may find themselves 
basing their work collaborative research efforts, upon 
framework primarily psychiatric that the results their 
own distinctive efforts depend, major extent, upon the 
weaknesses, limitations, strengths, and possibilities the 
psychiatric concepts involved. There are obvious risks this 
for social science research. Consequently, the maximum degree 
understanding the problems psychiatric thought and 
work are necessary. may further and urge social 
scientists who are carrying out investigations medical 
psychiatric interest deliberately plan their research 
independent possible speculative psychiatric and psycho- 
logic theory. believe that this way they will make their 
most effective contributions, and even challenge psychiatry 
contribute the fuller understanding social phenomena 
these will observed and defined social scientists. Some- 
times, almost feel that social science efforts this area—par- 
ticularly anthropologists—have been directed trying 
make observations that will fit with complement psychiatric 
theory. This will not contribute the development social 
science and afraid will certainly prove disservice 
psychiatry. What psychiatrists need from social scientists are 
reliable observations social phenomena which will present 
with new problems. Anything else may only serve stunt 
our growth. 

hope that least portion remarks reflect more 


International 


Edward Glover, “Research Psychoanalysis,’ 
Psychoanalysis, (4), 403 (1952). 
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optimistic positive attitude. want suggest that what 
need psychiatric research today not rare and esoteric 
justify any kind despair. need more the spirit 
the need many men who are willing 
forego the excitement the system builder for the day-by-day 
time-consuming work careful, limited, specific descriptions 
psychiatric disorders, their characteristics operational 
language, their differences from their neighbors, and their 
natural course events. The article Drs. Robins and 
O’Neal this issue presents excellent study along these 
lines. There are least hundred more yet carried out 
that could come mind almost immediately. Then, too, 
need many men who have the genius—and this harder 
find—to able translate the implications some these 
clinical studies into experiments which causal, functional 
relationships may tested. The psychiatric revolution the 
past years less has vitalized the has stimulated 
enormous interest, challenged old ideas, attracted many men 
the field. Historically, its importance seems tremendous. 
But perhaps need another revolution. The last one did 
not enough solve our problems though opened 


new vistas and horizons and unearthed hidden veins 
able ore. has been said that the most important evidence 
progressing science that theories, hypotheses, 
are destroyed fast they are erected. this valid 
thermometer, our patient may running disturbing fever, 

the above remarks offend some, annoy others, even 
outrage few, let assure you that not because wish 
play the pharisee who stands the temple and thanks the 
Lord for not being like other men. the contrary, mention 
these things—even the point possible exaggeration— 
because, nearly every day, find myself making similar 
and treading the same circular blind alleys that have referred 
to. see myself caught the very issues muddy concept- 
formation, limitation our language, and even limitations 
our own nervous system that certain kinds questions 
must always remain meaningless and beyond resolution. 

have only presented the picture distraught Spanish 
gentleman and would-be knight tilting windmills, the fault 
mine because means that effort has misfired. 
have been attacking giants and will chagrined have 
reversed the story and made them look like mindmills. 
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Culture and Mental Disorder: 


Eli Robins, M.D. and 


attempted suicide, number observations were made which 
suggested the advisability reexamining certain the rela- 
tionships between social factors and mental illness. this 
paper! such reexamination will undertaken. will also 
pointed out that attempted suicide and successful suicide 
are excellent focal points for the study the relations between 
culture and mental disorder. 


Method 


Observations were made 109 patients who were brought 
large general hospital immediately after having attempted 
suicide. These patients represented 90.1% the 120 patients 
seen the hospital emergency room for attempted suicide 
during 5-month period. The criteria for accepting the 
patients, the method obtaining data about them, and the 
psychiatric diagnostic criteria used have been described(1). 
All patients were examined means standardized ques- 
tionnaire which included open-ended 
questions. The questionnaire covered past and present medi- 
cal history, description the suicide attempt, and personal 
and social history. The personal and social history included 
information about the parental home, school record, work 
history, income, changes residence, marital history, legal 
difficulties, arrests, drinking history, military service, and the 
nature the patient’s relationships with family members, 
friends, and associates. Social factors the suicide attempt 
itself were investigated means inquiries concerning the 
“main for the attempt, possibly disturbing events and 
symptoms occurring prior the attempt,? and the patient’s 
emotional reactions the time the suicide attempts [See 


*Dr. Robins Associate Professor Psychiatry and Dr. O’Neal 
Assistant Professor Psychiatry, Washington University School 
Medicine, St. Louis. 


This paper revised version talk presented sym- 
posium social psychiatry the annual meeting the Society for 
Applied Anthropology, May 31-June 1957 East Lansing, Michi- 
gan. 


addition asking the patients for the reason” for the 
attempted suicide, thought important ask whether certain 
specified events, the occurrence which might have contributed 
their suicide attempts, had occurred within months the at- 
tempts. Sixteen such factors were investigated systematically for 
each the patients. [See questions 14-29 the first paper this 
series (1).] should emphasized that these sixteen factors were 
scored present merely they occurred, whether not the patient 
stated they were important relevant the suicide attempt. 
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Study Attempted Suicide 


Patricia O’Neal, M.D.* 


and descriptions the social factors studied and the 
emotional states the patients are presented elsewhere(3). 
The questionnaire, means careful review the medical 
and psychiatric history, permitted establishing whether each 
patient was psychiatrically ill and the majority instances 
what the nature his disease was. was then possible 
make correlations between clinical diagnosis, the patient’s 
adjustment during his life, and the social factors the suicide 
attempt itself. 


Results 


The following findings concerning the interrelationships 
social factors, psychiatric (clinical) diagnosis, and attempted 
suicide were made (Table I): Every person who makes 


Table 


Number, Sex, and Diagnosis the 
Persons Who Attempted Suicide 


Diagnostic Group Men Women Total Patients 
No, No. No, total 
Manic-depressive depression 18% 
TOTAL 49 60 109 100% 


suicide attempt clinically ill(1, 4). Attempted suicide 
act which occurs variety psychiatric diseases. 
(This confirmation previously well-known clinical 
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fact.) There are five illnesses which account for 75% all 
diagnosed patients who attempt suicide. These illnesses are 
sociopathic (psychopathic) personality; chronic alcoholism; 
conversion reaction (hysteria); chronic brain syndromes 
(chiefly senile psychosis and cerebrovascular and 
manic-depressive psychosis, depressed phase (including involu- 
tional melancholia and psychotic depressive reaction). 
There one psychiatric illness, anxiety reaction (anxiety 
neurosis), which suicide attempts rarely never occur. 
Clinically well (normal) persons rarely never attempt 
suicide. The five psychiatric illnesses which account for the 
majority suicide attempts are sharply differentiated into two 
groups with regard the importance social factors the 
suicide attempts. The first group (Group A), which includes 
sociopathic personality, chronic alcoholism, and conversion 
reaction, exhibits high prevalence social difficulties which 
are lifelong and apparently intimately related their suicide 
attempts. The second group (Group B), which includes 
manic-depressive depression and chronic brain syndrome, 
shows low prevalence such difficulties. This distinction 
the importance and frequency social disturbances be- 
tween the patients these two groups illnesses begins the 
parental homes these patients, continues throughout their 
lives, and ultimately plays differential role their suicide 
attempts (Table The patients Group came from 


Table 
Comparison Patients Group with Those Group 
Parental Home, Social Adjustment, and Precipitating Factors, 
and Emotional State Related Suicide Attempt 


Group at Group B* 
N = 45 N = 20 
Broken parental homes 
Any reason (%) 69 47 
Divorce, separation, jail (% 45 ll 
Previous social adjustment 
Previous divorce (%) 63 5 
Hospitalizations (Mean No.) 5.4 1.9 
Arrests (%) 56 0 
"Main reason" for suicide attempt 
Socially oriented (%) 
Possibly disturbing events within 
6 montis of suicide attempt 
Primarily social (%) 100 
Emotional state at time of suicide 
attempt 
Feelings about self only (%) 32 80 
Feelings about self and towards 
others (%) 68 20 


= 
The detailed data on which this table is based have appeared (3). 

*Sociopathic personality, chronic alcoholism, and conversion 
reaction, 

*Manic-depressive depression only. Chronic brain syndrome patients 
are similar but too few for statistical treatment. 

«This figure becomes 35% if death of a loved one is included, 

This figure becomes 70% if death of a loved. one is included, 


parental homes broken evidences social maladjustment 
(divorce, separation, and jail) four times frequently those 
Group The previous (lifelong) social adjustment, 
evidenced divorce, hospitalizations, and arrests, remark- 
ably poorer Group than Group The main reasons 


given the patients for making suicide attempts were four 
times frequently socially oriented (marital friction, frustra- 
tion love, poverty, family friction, legal prosecution, and 
excessive drinking) Group than Group 

All the patients were asked about different social stresses 
which might have occurred six months preceding their suicide 
attempts. The answers these questions confirmed the results 
concerning the main reason for the attempt. Group 
patients, least one the social stresses had occurred 
each patient, whereas Group patients, less than half had 
experienced such stresses. Finally, order assess the 
patient’s emotional state, contrasted with the occurrence 
disturbing events, each patient was asked describe his 
emotional state (feelings) the time the attempt. The 
Group patients showed much higher prevalence feelings 
towards others, contrasted with Group patients who 
showed much higher prevalence feelings about themselves 
only. These data show that the patients are sharply divided 
into two groups the clinical diagnoses one which social 
are apparently strikingly greater importance than 
the other. 


Discussion 


There are three considerations about attempted suicide 
which make excellent model for the study the 
relation between society and mental disorder. First, the 
data this study have demonstrated, both psychiatric iliness 
and social maladjustment occur with high frequency among 
persons who attempt suicide. The study the extent which 
each predisposes attempted suicide and how they are inter- 
related direct way which study the interplay social 
factors and psychiatric illness. Second, relative other symp- 
toms and behavior which might regarded dependent 
the interaction between psychiatric illness and social deter- 
minants, attempted suicide can specifically defined and 
described. Third, sampling bias can minimized studying 
every suicide attempt brought the emergency room 
large general hospital. utilizing the emergency room, the 
sampling biases introduced studying only patients who are 
referred psychiatry who have done enough damage 
themselves admitted for medical reasons are minimized. 
Because not all attempted suicides are brought hospital, 
this still leaves unknown amount distortion the 
sample selection. the case successful suicide, studying 
every case adjudged the coroner, this sampling bias 
virtually eliminated. 


The social and psychiatric study successful suicide poten- 
tially even better model system because the social and statistical 
data concerning successful suicide can more completely collected 
and can collected with less sampling bias than equivalent data 
attempted suicide. [See, for example, reference (5).] The de- 
ficiency such studies has been the absence systematically col- 
lected psychiatric information about the individual patients 
unselected series coroner’s cases. There have been studies 
which such information concerning individual patients 
given but these have been highly selected groups patients who 
have been mental hospital previous their suicides Our 
group the process completing study all successful sui- 
cides Greater St. Louis—134 persons—during one-year period. 
that study have interviewed relatives, friends, physicians, 
and job associates and have obtained information from general 
and mental hospitals. these means are assembling both social 
data and psychiatric information about individual patients who con- 
stitute consecutive series cases. 
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The finding that every person who attempted was 
ill indicates that the United States at- 
suicide not way responding social stresses 
iby clinically well persons, regardless the severity the 
and the person’s status our culture, and that 
although the presence psychiatric illness necessary 
for attempting suicide not sufficient condition, 
not every person with psychiatric illness which may 
attempted suicide actually makes attempt. 

The findings that social factors were important and fre- 
suicide attempts occurring one group psychiatric 
illness (sociopathic personality, chronic alcoholism, and con- 
reaction) but not another group (manic-depressive 
and chronic brain syndrome), and that the presence 
psychiatric illness necessary but not sufficient condi- 
for attempting suicide, raise the question the precise 
tole social stresses attempted suicide. 
There are five possible ways which psychiatric illness and 
stresses may interact precipitate attempted suicide 


III). The nature the illness such that 


Table 
Possible Interactions* between Psychiatric Illness and Social 
Difficulties Precipitating Suicide Attempt (SA) 


1, Illness >! SA 


2, Illness ———_——-», Social SA 


5S Ss diff 
3, Illnes ocial difficulties 


4. Wines s ga 
Social difficulties 


5, Illness Social difficulties 
>) SA 


*This study presents no data relating to the social (interpersonal 
and institutional) or non-social (for example, genetic) causation of 
psychiatric illness, The possible interactions considered are those 
between social difficulties and an already established psychiatric illness, 
Itis possible that social or non- social factors may singly or in 
combination lead to ("cause") the illness, This possibility will not be 
discussed in this paper. 

Trhe arrows may be read as "lead(s) to". 


lirectly leads the suicide attempt without any social 
having been produced the illness and without 
the participation even the ordinary social difficulties ex- 
human beings. The illness leads social 
secondary symptoms and these difficulties 
precipitate the suicide attempt. The illness itself 
directly relevant the suicide attempt but acts only 
means the social difficulties produced. this instance, 
necessary assume that the social difficulties produced are 
(different kind and/or degree from the social 
experienced clinically well persons). This 
assumption necessary since has been shown that clinically 
well persons not attempt suicide regardless the severity 
stresses they experience. This combination the 


two possibilities. The illness produces social difficulties 


The problem suicide persons suffering from incurable 
and painful medical disease but well will consid- 


tred future article successful suicide. 


and these difficulties combined with the inherent characteristics 
the disease lead the attempted suicide. not necessary 
postulate extraordinary social difficulties this instance 
because assumed that the illness plays direct role. The 
illness does not produce social difficulties but when combined 
with the ordinary social difficulties experienced the vast 
majority human beings, suicide attempt may pre- 
cipitated. The illness produces social difficulties symp- 
toms but these not operate precipitating the suicide 
attempt; the attempt directly precipitated the nature 
the illness, irrespective the degree kind social difficul- 
ties produced. 

The data this study for sociopathic personality, chronic 
alcoholic, and conversion reaction patients (Group are 
consistent with possibilities and (Table The 
latter possibility the least likely because the social difficulties 
which these patients experience are extreme that 
unlikely that they could classed ordinary difficulties. 
not possible choose between the other two alternatives. 
The question arises, however, why the suicide attempt 
occurred this particular time and not some previous 
subsequent period the person’s life. The illness had been 
present for some years these patients without the majority 
having made suicide attempt previously. And, far can 
ascertained from our data, there probably nothing which 
distinguishes the current precipitating crises from other crises 
the patient had experienced previously without attempting 
suicide. The majority these patients had had, prior the 
crises which preceded their suicide attempts, unusually 
high incidence social stresses such marital difficulty, 
divorce, frustration love, and financial troubles. There re- 
main least two possibilities which cannot eliminated: that 
the present stresses were quantitatively greater than the pre- 
vious ones that the illness some fashion made the person 
more vulnerable the same stresses. test these possibilities, 
group patients who had these illnesses and had not made 
suicide attempt with group similar patients who had made 
suicide attempt; and, study group patients the 
time their suicide attempts and then re-study the same 
group some years later. 

The data this study for the manic-depressive and chronic 
brain syndrome patients are consistent with possibilities 
and (Table III). The latter possibility appears the 
least likely because manic-depressive depression does produce 
some patients such social difficulties job disability and 
diminished interpersonal interaction. Possibility appears 
more likely than because the patients infrequently report 
social difficulties leading their suicide attempts. this 
connection, important ask how social stresses could 
have been related the suicide attempt this group 
patients. The most frequent social stress these patients report 
death loved-one and this occurs only 17% the 
patients. Since preoccupation with death often symptom 
manic-depressive depression, may that this preoccupa- 
tion sensitizes these patients the death others. While the 
possibility social stresses being important the suicide 
attempt cannot excluded this group, seems more 
reasonable for the present consider these social stresses 
relatively little importance, since the patients report them 
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such and since they give history lifelong maladjust- 
ment. social stresses are regarded relatively unimportant, 
where else may reasons for the suicide attempt found Such 
reasons may looked for the nature the illness itself. 
For example, person with manic-depressive depression may 
feel miserable and hopeless that decides commit 
suicide without regard for any objective even subjective 
social stresses may undergoing. fact, the present data 
have shown that social stresses, including death loved-one, 
were given main reason only one-third the manic- 
depressive patients, and only two-thirds them had even 
possibly disturbing social stress occurring within six months 
the time their attempted suicides. 

Since social factors were found important suicide 
attempts occurring certain psychiatric illnesses but not 
others and since suicide attempts occurred the absence 
psychiatric illness, becomes clear that the relation social 
factors attempted suicide complex. Since suicide 
attempts occurred the absence psychiatric illness, might 
assumed that the “cause” attempted suicide was simply 
being psychiatrically ill, regardless any other considerations. 
That this latter assumption probably untenable indicated 
the facts that, for example, not all persons with psychiatric 
illnesses which are associated with attempted suicide actually 
attempt it, and that group patients with certain specific 
psychiatric illnesses state that social factors are related their 
suicide attempts. 

can clearly seen that, based the data this study, 
the relation social factors different mental illnesses 
cannot described one simple scheme. This conclusion 
signifies that, since there are alternative schemes which depend 
the clinical diagnosis for describing the relationship 
social factors mental illness and attempted suicide, 
important social and clinical studies simultaneously. 
seems the present authors that there has been greater 
defection the part psychiatrists—lack detailed clinical 
studies, imprecise diagnosis—than the part social 
scientists these collaborative efforts. 

The specific psychiatric contribution this study 
attempted suicide which has proved most value correlat- 
ing social and cultural factors and mental disorder the 
clinical diagnoses these patients. There presently 
psychiatry marked tendency undervalue the importance 
clinical diagnosis. This appears questionable practice 
for the following reasons: There evidence many 
previous studies [see recent tabular summary(8)] 
marked correlation between specific clinical diagnosis and 
many different social variables. The vast majority these 
studies have been hospitalized populations whom the 
diagnosis has not been made with research interest mind. 
result using hospitalized populations, the true com- 
munity incidence and prevalence the disorders related 
social variables are also not known. spite these 
deficiencies, the correlations between diagnoses social 
variables are striking. There evidence for schizophrenia 
and manic-depressive psychosis that they are genetically dis- 
tinct illnesses and that they are not different aspects 
intensities the same disease(9-13). There evidence for 
number psychiatric illnesses that one does not fade into 
another but that they remain distinct entities throughout 


the lifetimes the Clinical diagnosis 
thus forms stable, identifiable, and important aspect 
behavior with which correlate social and cultural data. 
Guze(20) has pointed out, “We may further and urge 
social scientists carrying out investigations psychiatric 
interest deliberately plan their research independent 
possible speculative psychiatric and psychologic 
The most solidly established part present day psychiatry 
clinical diagnosis. not personality theory, personality 
description, knowledge the etiology mental disease, 
Thus, not only clinical diagnosis stable and important 
finding mental illness but also the aspect psychiatry 
which depends least presently unproven foundations. 


Summary and Conclusions 


our culture clinically well persons rarely never 
attempt suicide. Every patient this series who attempted 
suicide was psychiatrically ill. 

There least one psychiatric illness, anxiety reaction, 
which attempted suicide occurs rarely not all. 


The illnesses which aftempted suicide occurs 
symptom may divided into two groups. the first group, 
which includes sociopathic personality, chronic alcoholism, 
and conversion reaction (hysteria), there high prevalence 
lifelong social difficulties which are apparently intimately 
related the suicide attempt. the second group, which 
includes manic-depressive depression and chronic brain syn- 
drome, there low prevalence social difficulties which 
show little relationship the suicide attempt. 


Clinical diagnosis is, therefore, extremely important 
variable determining: 
whether not suicide attempt will occur, 


whether socially oriented difficulties will great 
importance little importance precipitating suicide 
attempt. 


The reported association attempted suicide with evi- 
dences social maladjustment due primarily the fact that 
persons with sociopathic personality, chronic alcoholism, and 
conversion reaction comprise approximately 50% all per- 
sons who attempt suicide. These maladjustments not occur 
with high prevalence the manic-depressive patients, the 
largest single diagnostic group persons who attempt suicide. 
This suggests that these social maladjustments are not in- 
variably important attempted suicide. 


The advantages using attempted suicide, and, even 
more so, successful suicide, focal points for the study the 
relation culture mental disorder have been pointed out. 
The importance having detailed clinical psychiatric infor- 
mation about each individual patient well having social 
and cultural data was emphasized. 
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Introduction 


The effect the mental health movement has had our 
attitudes toward the juvenile delinquent might summarized 
change from the goal Gilbert and Sullivan’s Mikado 
making “the punishment fit the crime” the goal 
punishment fit the aim not 
for the crime against society, but some sort 
therapy precisely tailored the needs the particular culprit 
will change him that longer desires act 
anti-social fashion. 
ambitious goal requires complex fund knowledge 
the causes anti-social behavior, are interested 

the prevention juvenile delinquency, and about therapies 

which may hope alter established problem behavior. The 
since the mental hygiene movement has brought these 
our attitudes have seen growing body research 
both causes juvenile delinquency and methods treat- 
Research into the causes delinquency has shown that 
criminal associations,? separation 
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living racially mixed and rooming house 
poor interpersonal family relations and certain personality 
distinguish offenders from non-offenders and recidivist 
offenders from non-recidivist offenders. Research therapy 
has produced less terms substantial correlations, prob- 
ably because the follow-up studies necessary evaluate 
therapy are more expensive and time-consuming than record 
retrospective evaluation the early history 
incarcerated delinquents. The few evaluations therapy that 
have been attempted have been discouraging.® 

Although the growing fund information about juvenile 
delinquency impressive, and the number variables found 
correlate with delinquency are many, there striking 
absence research into psychiatric disease possible factor 
the genesis delinquency, the careers delinquents, and 
their susceptibility various therapies. There are several 
hints findings available which suggest that psychiatric dis- 
ease may important factor delinquency. The 
for instance, report differences the Rohrschach findings 
delinquent and non-delinquent boys, and also differences 
personality variables perceived psychiatric interview. 
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Hathaway and Monachesi® report differences MMPI 
scores between delinquents and non-delinquents and between 
delinquents who were successful parole and those who were 
not. Bronner? reports that children with “mental per- 
sonality abnormality” had unfavorable careers despite treat- 
ment the Judge Baker Clinic. None these studies, how- 
ever, attempts make psychiatric diagnosis the delinquent 
child. The report differences therapeutic success 
with children having various psychiatric diagnoses, but their 
cases any particular diagnostic group are few, and their 
measures success are psychological test scores rather than 
any objective measure adjustment the outside world. 
Apart from the suggestions found the research others, 
there are ample reasons for supposing that psychiatric disease 
must play important role determining whether delin- 
quent will become recidivist, and whether will respond 
therapy. The disease, sociopathic personality,!! for instance, 
which most frequently observed disease young adult- 
hood, characterized propensity for becoming involved 
conflicts with the law, particularly through belligerency, 
thefts, excessive alcohol intake, vagrancy, and irresponsibility 
toward spouse and children. the juvenile delinquent 
young sociopath, obviously his chances being recidivist 
should very high. The sociopathic personality, well 
individuals with other psychiatric diseases, particularly alco- 
holism and schizophrenia, has very poor prognosis therapy 
when adult. Treatment drugs, shock, psychoanalysis, and 
psychotherapy have all been singularly unsuccessful with these 
psychiatric categories. the juvenile delinquents who are 
subjected either traditional reformatory experience, 
mental hospitalization, the new milieu therapies are 
children who are showing early symptoms these treatment- 
resistant diseases, should probably expected that the 
therapy will fail. therapies are compared without control- 
ling the rate representation these various psychiatric 
diseases, apparent differences the success diverse thera- 
peutic methods may actually differences the proportion 
patients whose psychiatric diseases are largely untreatable 
present methods. The reformatory, for instance, which has 
been called training school may turn out high 
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guiltlessness, impulsivity, inability inhibit short-term favor 
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rate children who become adult not 
because the reformatory’s punitiveness engenders crime but 
because high proportion young sociopaths are selected for 
the reformatory the fact that they are too difficult 
handle any other 


The 


point the need for investigating the relation 
psychiatric diagnosis juvenile delinquency not imply 
that this simple task that has somehow been 
Making psychiatric diagnosis children intrinsically 
difficult technical problem, aspects which are still unsolved. 
The difficulties involved result from the special characteristics 
psychiatric diseases. Since relatively few psychiatric diseases 
are accompanied physical signs, they cannot diagnosed 
laboratory tests physical examination. Since, addition, 
specific etiological factors are rarely known, the occurrence 
any particular experience, kind life situation, the 
presence hereditary factors cannot used prove the 
presence particular disease. most cases, the sole diag- 
nostic tools are the symptoms the patient and knowledge 
the course the illness. children, the diagnosis has 
formulated the basis partially developed syndrome, 
which the symptoms may incompletely exhibited and the 
typical course the disease has not yet shown itself. Because 
these difficulties, there have far been few descriptive 
studies the psychiatric diseases children. Consequently, 
even the diagnostic criteria available have been less carefully 
worked out for children than for adults. 

the present paper, approach will taken which 
circumvents some the methodological difficulties 
making psychiatric diagnoses children with anti-social 
behavior problems. Since psychiatric diagnoses can better 
made adults than children, children with anti-social 
behavior will followed into adulthood and then diagnosed 
after the full pattern their psychiatric diseases has had 
time unfold. Making diagnosis adults who had 
history childhood behavior problems means com- 
pletely satisfactory solution the problems diagnosing 
children. For instance, the relation the diagnosis 
recidivism cannot studied. Since the presence absence 
adult criminality factor making the diagnosis, using 
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may well that both selective factors the population and 
inadequate therapeutic techniques are operating create the high 
rate recidivism among reformatory graduates. 


14. The decision limit the present paper male runaways was 
made the interest simplicity presentation after was found 
that male runaways differed much from female runaways re- 
spect the original motivation for running away, the way the 
running away was handled, and adult psychiatric diagnosis that 
male and female runaways could not treated homogeneous 
group. Another paper, published shortly, contrasts the male 
and female runaways. The runaway girls consist cases, 35% 
the female patients far interviewed. 
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not the diagnosis explain criminality would argue cir- 
but cularly. Making diagnosis adults is, nevertheless, useful, 
for since permits searching descriptions the childhood prob- 
lems for uniformities within diagnostic categories, uniformities 


which may become criteria for recognizing the psychiatric 
syndromes their early stages. When such criteria become 
available, psychiatric diagnosis childhood can used 
predictor delinquency, recidivism, and amenability 


aply therapeutic techniques should possible, with consequent 
higher rate therapeutic success. 

this paper, the adult psychiatric status male patients 
ved, who were runaways children will investigated and com- 
pared with the adult psychiatric status male patients with 
other kinds childhood behavior problems and with that 
osed normal male control subjects. away” was chosen 


ion, the behavior problem study because promised select 
ence with serious degree anti-social behavior child- 
the hood. Nye and Short, developing their delinquency 
the found that “running away”’ was the problem which formed the 
point for separating population high school boys 


training school population. was the first item 
their delinquency scale which did not occur least 10% 
the high school sample. did, however, occur 61% 
training school sample. Therefore, away” ap- 
the 
peared childhood behavior problem highly related 
serious delinquent behavior boys. 
the present time, the author, cooperation with 
ntly, 


psychiatrist, engaged follow-up study consecutive 
fully ries patients seen child guidance clinic between the 
years 1924 and 1929. The patients are being located and 
interviewed approximately years after their initial referral 
ntin Part the standardized interview careful 
ocial psychiatric history and symptomatology, which 
cases permits specific psychiatric diagnosis made 
Included subjects are all those patients referred 
were Caucasian race, and were under age 
the time referral. There are 524 such patients, 


com- 
whom 380 are male. the present time, 179 male patients 
have been interviewed. addition, group 100 control 
(70 whom are male), selected from the records 

the St. Louis public schools, matched with the patient 
using 


for age, sex, I.Q., race, and neighborhood, are also 
being interviewed and psychiatric diagnosis made the same 
the present male control subjects have 
been interviewed. For purposes this paper, all interviewed 
patients whose clinic record mentioned running away 

from home (defined staying away without permission 
over night) will studied terms their current 
high and compared with male control subjects and with 

male patients who did not have the problem running away. 
was will pointed out that the way which their running 


was handled the courts shows some relation their 
adult diagnosis. review the description their runaway 


that will suggest that there may certain signs 


thildhood useful predicting future psychiatric diagnosis. 
e male 


35% 


Ivan Nye and James Short, Jr., “Scaling Delinquent Be- 
havior,” Am. Soc. Rev., 22, 326-331 (June, 1957). 


Results 


Among the 179 male patients interviewed, (31%) had 
history running away from home. Since Nye and Short 
found running away rare phenomenon among high school 
students, but frequent among training school boys, ex- 
pected that runaways would have high rate delinquency. 
our group, 75% had appeared before juvenile court; 
45% had been reformatory. 

The runaway boys turned out have high rate 
psychiatric illness adults, compared both with the normal 
control subjects and with male patients who did not run 
away children 1). Since, however, the runaways 


Table 


Psychiatric Diagnosis 


| Runaways Other Patients Control Subjects 
No "isease 


Sociopathic 
Personality 


Psychosis 
Neurotic 
Alcoholic 


Undiagnosed 


* x2 of difference between these two figures = 14.0, p<.001. 


difference between these two figures 14.1, 


were known have higher incidence delinquency than 
other patients control subjects, the question arises 
whether their high rate psychiatric disease related their 
particular behavior problem—running away—or only their 
high rate delinquency. Among both runaways and non- 
runaways, delinquency experience were 
found highly correlated with adult psychiatric illness 
(Tabie 2). Although the high rate psychiatric disease 


Table 
Relation Patients’ Juvenile Offense 
Psychiatric Diagnosis 


Reformatory Delinquent, 


but no Reformatory 


Non-delinquent 


No Disease 


Sociopathic 
Personality 


sychosis 
Neurotic 


Alcoholic 


Undi* gnosed 


* x2 of difference between these two figures = 4.05, pe &.05; for total delinquents, 
X2 = 9.13, Pe 
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runaways can, therefore, largely accounted for their 
higher rate delinquency and reformatory experience, run- 
aways exceeded non-runaways their rate psychiatric 
disease within each category juvenile offenses. Running 
away appears predictive later psychiatric disease even 
when the high rate delinquency and reformatory experience 
among runaways taken into account. 

single diagnostic category, “sociopathic personality,” 
accounts for the difference the rate psychiatric disease 
between the runaway males and other male patients. This 
disease occurs much more frequently reformatory graduates 
than the remainder the patients, among both runaways 
and non-runaways. 

describing the psychiatric diseases runaways, 
includes psychopathic (sociopathic) personality, schizophrenia, 
epilepsy, paresis, mental deficiency, and hysteria. seems 
feel, however, that large proportion runaway children 
have psychiatric disease. limiting our patient group 
those with I.Q. over, have eliminated the 
mental deficients. The runaways our study fell into all 
other diagnostic categories mentioned, with the excep- 
tion epilepsy. However, our rate runaways without 
psychiatric disease was small. possible that runaways 
referred child guidance clinic have higher rate 
psychiatric disease than would found total population 
runaways. 

review the ways which the boys who ran away were 
handled shows that the running away 23% was never 
reported the police (Table 3). Thirty-one percent had the 


Table 


How Running Away Handled 
vs. Diagnostic Groups 


Prosecuted 


Probation 
Placement 


Reformatory 


**F my the Yates correction) of the difference between these two figures = 42h, 
P&.05. 


episode reported the police, but were never prosecuted. 
most these cases, the boy was merely reported missing and 
never had any direct contact with the police. Forty-six percent 
the runaway boys were seen juvenile court charges 
running away This includes who 
were put probation only, sent foster homes, 


16. Leo Kanner, Child Psychiatry, Springfield, Illinois, Charles 
Thomas, 1942, 394f., and 1957, 720. 


sent mental hospitals, and 27% sent 

When the way the running away was handled related 
the psychiatric diagnosis, found that those diagnosed “no 
disease” had the lowest rate prosecution for their running 
away, and the sociopaths had the highest rate prosecution, 
Since the diagnosis was made long after the running away 
occurred, the question cannot answered whether the 
psychiatric illness the method handling came first. 
the psychiatric illness came first, psychiatrically ill runaways 
may have received more official attention because they ap- 
peared more disturbed. the method handling came first, 
undergoing reformatory other deleterious treatment may 
have been factor the development the psychiatric 
ease. This question complicated the fact that the run- 
aways had high rate delinquencies for other offenses, 
well for running away. those whose running away was 
not reported the police, not prosecuted reported, 60% 
were prosecuted for other crimes, chiefly larceny, and 23% 
served reformatory sentences for other crimes. Therefore, 
even those whose running away had little official attention 
had considerable exposure the courts other counts. 

interesting finding about the relation psychiatric 
diagnosis the court handling these children the high 
rate reformatory experience among children who were 
diagnosed psychotic adults. the nine diagnosed four 
had been reformatory, one runaway and three for 
larceny. More the young psychotics went reformatory 
than went mental hospital, and two went both 
reformatory and mental hospital. Their high rate re- 
formatory experience probably resulted from their inability 
make successful adjustment any the prior arrange- 
ments tried for them and from the fact that they did not 
then show pattern symptoms that permitted diagnosis 
childhood psychosis, diagnosis that would have suggested 
institutionalization hospital rather than reformatory. 
‘The two who went both reformatory and hospital were 
sent first the reformatory. Their psychosis was not recog- 
nized their early adolescence. 

The disposition the runaway turned out roughly 
related later diagnosis, with sociopaths ending reforma- 
tories, psychotics ending either mental hospital 
reformatory, and normal and neurotic patients receiving little 
official attention. difference handling these groups 
probably did not reflect any perception them different 
the officers charge, but rather resulted from sifting 
process, which first offenses are treated leniently and 
punishment becomes more stringent the offenses become 
more flagrant. The failure the sociopaths respond 
warning, probation, placement probably accounts for 
many them ending the reformatory. Failure learn 
experience considered one the characteristic features 


These categories refer the disposition the runaway. 
most cases more severe treatment was preceded all most 
the hierarchy less severe treatments. Before being termed 
juvenile delinquent, boys had been reported missing and returned 
home one more times. Before being incarcerated, juvenile delit- 
quents had been tried probation foster home placement 


and failed. 
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this psychiatric syndrome. may ask, however, whether 
might have been possible predict the psychiatric outcome 
these children the time their running away, before 
they were tried various kinds punitive therapeutic 
situations. 

survey the descriptions the episodes running 
away yields some interesting suggestions about differences, 
although there are too few cases within each diagnostic group 
and too much variety the motivation the running away 
permit statistical treatment. 

Among the children later diagnosed “sociopathic personal- 
the running away several cases seemed response 
desire for spree adventure. The children went with 
friends trips the home doting relative hang 
around army camps. other cases, the running away was 
protest against restrictions their freedom home. These 
children ran away because they did not wish contribute any 
their wages the family income, because the family 
would not permit their keeping late hours. Others responded 
criticism and punishment running away. only one 
case among the sociopaths, did the boy run away avoid 
threatened punishment. The running away was rather 
protest over treatment already administered. two cases, 
when asked for reasons for running away, the boys told stories 
fantastic parental neglect and abuse, stories apparently not 
based fact. 

those children later diagnosed psychotic, the running 
away seemed neither protest nor spree. several cases, 
appeared curiously unrelated any external events. The 
child apparently wandered off without reason destination 
and continued wandering until returned the police. one 
the psychotic children, this pattern continued for many years 
with arrests before the child was finally hospitalized. 
other cases, the psychotic child seemed responding 
external events, but events that would not expected 
create dramatic reaction; one ran away because there 
was talk about germs home, another because his mother 
asked him bring coal. 

Among those children who turned out psychiatrically 
normal adults, the chief reasons for running away seemed 
foster home. one case, the child ran away play with some 
friends bad reputation whose company had been forbidden 
him. 


Discussion 


follow-up study boys who were runaways presented 
illustration the ways which psychiatric diagnosis 
made years after these children were seen child guid- 
ance clinic can used lieu adequate psychiatric diagnosis 
childhood. also suggests ways which adult diagnosis 
can retrospectively suggest criteria for improving diagnosis 
childhood. 

Running away was found occur largely among juvenile 
delinquents, and particularly among those who end 
reformatory. Runaways were found have high rate 
psychiatric disease adults compared with other child guid- 
ance clinic patients and with normal boys. Boys whom 
running away problem, particularly those who also have 
other delinquencies, such larceny, who run away for the 
sake adventure out resentment treatment home, 
and who end reformatory, were found have high 
probability fitting the diagnosis sociopathic personality 
adults. Unanswered this point the question 
whether the reformatory experience factor initiating 
their psychiatric disease whether the reformatory simply 
receives high proportion the boys with this disease. Since 
the act running away, which predates entrance into the 
reformatory, appears follow different patterns for the 
various diagnostic groups, seems probable, however, that 
the psychiatric disease, predisposition that disease, 
predated the method handling. 

The high rate boys diagnosed 
the reformatory group appears consistent with the personal- 
ity findings the Gluecks and Hathaway and Monachesi. 
Both used reformatory samples, whom the Gluecks found 
high incidence defiance, adventurousness, destructiveness, 
and social assertion and whom Hathaway and Monachesi 
found high scores the “Psychopathic Deviant” scale 
the MMPI. 

Since children with different psychiatric diagnoses adults 
were, fact, handled different ways the authorities, 
our supposition that the psychiatric diagnoses are means 
randomly distributed among populations experiencing various 
therapeutic programs supported. Reformatories probably 
still receive disproportionate share sociopathic and psy- 
chotic children. This finding reaffirms our conviction that 
different techniques therapy with delinquents cannot 
adequately compared without controlling 
populations they are called upon treat. 
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Implications Local Culture for Public Health 
Edward 


The question for anthropologists and leading workers 
public health not whether the community’s culture has im- 
plications for public health. Once one grants that culture 
counts—a premise accepted Hanlon(7), Hydrick(8), and 
Leavell(9) among other public health men—the more 
pertinent issue is: how does count? For the present, will 
suggest not the answers but simple classification the range 
questions. 

Let classify the issues this way. Local culture has three 
sorts broad implications for public health. First, affects 
the objective profile, the ecology, health and disease. 
Secondly, creates its own, subjective, picture health 
and disease. Finally, influences the careers health 
programs. 


turn, first, the influence culture the ecology 
disease. the epidemiologic approach 
demonstrated(6), disease poorly understood conceived 
simply series contests between germs one side and 
susceptible human beings the other. Communities have 
their customary patterns activity and characteristic relations 
with their environments. These cultural patterns are among 
the determinants whether, when, how often, and with 
whom disease agents will interact and what the outcomes 
the interactions will be. 

Unfortunately, this general problem area has received little 
systematic attention from anthropologists. The neglect 
doubt due, Bates(2) points out, the rarity with which 
anthropological and medical interests have combined joint 
investigations disease. knowledge, only one full-scale 
study has been made the part played culture the 
ecologic patterning mass disease. This lone study the 
work Ackerknecht, man who combines himself the 
team physician and anthropologist, the 
Upper Mississippi Valley, 1760 1900.(1) 

Limiting himself five-state region the upper 
Mississippi, Ackerknecht analyzes the complicity ethnogra- 
phic distributions and culture changes the geography and 
career malaria. shows that although the settlements 
both the French and Americans and Missouri 
were equally infested with anopheline mosquitoes, the Ameri- 
cans had much malaria and the French relatively little. 
Differences between the two groups endemic levels 
malaria were due neither constitutional factors nor the 
presence absence intentional anti-malarial measures. 
They were due, large part, differences culture— 
specifically, differences residence patterns, agricultural 
organization, and house-forms. The 


Edward Wellin, Ph.D., Coordinator and Study Director, Men- 
tal Retardation Project, Cambridge Health Department, Cambridge, 
Massachusetts. 

earlier version this paper was presented the Symposium 
Anthropology and Public Health, co-sponsored the American 
Anthropological Association and the Society for Applied Anthro- 
pology, 1955 meetings, Boston. 


farmstead pattern, with its concomitants numerous 
clearings for cabins and farm plots helped produce excellent 
and multiple breeding places for mosquitoes. addition, the 
well-known American house-farm the period—the unfin- 
ished log cabin—offered hungry mosquitoes easy access 
human hosts. French customs, the other hand, simply 
provided mosquitoes with fewer opportunities for biting and 
less favorable circumstances for breeding. These controls over 
malaria were unplanned consequences the French patterns 
building more solid houses and clearing only two areas— 
one for compact village and another for joint agricultural 
lands. 

The incidence malaria declined most the upper 
Mississippi valley the late 19th century, i.e., before the 
nature malaria and its mode transmission 
identified. Ackerknecht shows that this decline, like the earlier 
rise the disease, was intimately related cultural factors, 
measures malaria control, but series linked culture 
changes. The latter had principally with modifications 
settlement patterns, shift means transport from 
riverboat railroad, increased cattle-dairying, and changes 
house-forms. 

cite contemporary example, let consider 
kwashiorkor, syndrome rooted nutritional deficiency and 
affecting primarily post-weaned children. World Health Or- 
ganization workers suggest that kwashiorkor “the most seri- 
ous and widespread nutritional disorder known medical 
and nutritional under investigation clini- 
cians, pathologists, and nutritionists Africa, Central 
America, southeast Asia, and parts Europe. the basis 
published African materials(14), there little doubt that 
differences local culture influence the incidence and severity 
kwashiorkor. Relevant cultural variables include, among 
others, uses the local plant and animal universe, dairy and 
agricultural traditions, spacing pregnancies, distribution 
available foods within the family, practices and schedules 
weaning, and specific child-feeding patterns. 

his review applied anthropology medicine, 
Caudill(4) takes note research being done regard the 
influence mental illness cultural setting. Anthropologists 
have tended focus two types settings. One the 
cross-cultural, where beginning efforts are being made 
develop sound comparative psychopathology. The other 
the mental hospital, usually within our own society. Together 
with sociologists, psychiatrists, and others, anthropologists 
have helped draw attention the fact that the mental hospital 
constitutes social system with definite cultural properties, 
and that the behavior patients relates not only 
and degree illness but also the influence the hospital 
system and its culture. 

Much work still waits done anthropologists 
the cultural contexts the infectious diseases and variety 
non-infectious disorders (e.g., vehicular and other accidents, 
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yarious addictions, nutritional deficiency disease, obesity, 
cardiovascular disease). 


Let our second area. Not only does local 
culture influence the objective picture health and disease— 
also creates its own, subjective, picture. Consider the 
Aymara and certain their disease-definitions. Several years 
ago conducted brief field studies Aymara and other com- 
munities conjunction with typhus-control campaign! being 
carried out the southern Andes Peru. 

Among the Aymara, louse-borne typhus endemic; 
typhoid fever(12). Health officials informed that the 
Aymara appear remarkably good observers and reporters 
disease. Indeed, when queried physicians about patients 
the latter have not yet seen, the Aymara are frequently able 
describe signs and symptoms with accuracy sufficient 
permit physicians diagnose-at-a-distance whether the case 
likely typhus, typhoid, something else. Nevertheless, 
the Aymara themselves make essential distinctions between 
typhus and typhoid; they regard them the same disease. 
Demonstrably, they see the differences well enough; the point 
that they perceive them through cultural screens that throw 
into relief few symptoms—especially fever—that are com- 
mon both and cast into background the signs and symptoms 
that differentiate them. 

addition, despite the frequency with which they en- 
counter physical association the body louse and louse-borne 
typhus, the Aymara are aware connection between the 
occurrence typhus and the presence the louse. They are 
lind the role the louse for two reasons. For one thing, 
the cultural screens through which they view typhus effectively 
the louse out the picture. For another, when they 
look the louse, they see special way. their persons 
ind their huts, the Aymara, sure, are louse-ridden. 
However, they are also infested with fleas, flies, mosquitoes, 
spiders, moths, and Some pests are more serious 
threats than the louse, and others possess great 
greater nuisance value. result, although the louse 
well within the perceptual field the Aymara, 
rivals who compete with and sometimes even block 
tout. 

Interestingly enough, ideas the contemporary Aymara 
typhus and the notions 19th-century Americans about 
nalaria are quite analogous. That say, just the Aymara 
together typhus and typhoid and keep apart typhus and 
the louse, our grandfathers, reaching parallel conclusions 
way different assumptions, put together malaria and 
and kept apart malaria and the mosquito. 

Most community studies and ethnographies have section 
lealing with the cultural definition and treatment disease. 
This area represents focus long-term anthropological 
and contribution great potential value public 
Largely result anthropology’s concern with 
medicine, now well known that different societies 
ave their characteristic ways defining and managing dis- 


The typhus control campaign was joint project the Peruvian 
jovernment, UNICEF, and Pan American Sanitary Bureau (Re- 
tional Organization the Americas for World Health Organiza- 


ion). Typhus control operations began 1950; the author’s field 


were carried out 1953. 


ease, that peoples color their images disease with back- 
grounds emotion and value, and that ideas and customs 
this part culture are systematically linked other parts. 

However, anthropologists have largely neglected com- 
panion area, that cultural definitions and managements 
health. might mentioned that various fields public 
health, the epidemiology health receiving ever-increas- 
ing emphasis. Research perceptions and standards health 
different cultures poses challenging problems. Health not 
simply what left over after one has investigated illness. 
Whereas the focus illness calls mind crisis situations and 
forms institutionalized patterned deviance(10), health, 
the other hand, has with the absence avoidance 
crisis and with certain the crucial patterns and standards 
conformity. 

Our third set issues, that the implications culture 
for health action, involves two fundamental questions: 
how does the community perceive and respond the health 
program? and how health workers perceive and re- 
spond the community and its culture? These questions and 
their consequences are explored Paul(11) his recent 
volume case studies health action and cultural reaction. 

Let say that health program planned being 
carried out community. How the anthropologist 
chart the local culture terms useful public health? What 
parts culture and what depths knowledge about them 
should begin with, depends the following 
kinds factors: the type program, the culture area, and 
the extent cultural difference similarity between health 
team and public. 

Consider, first, the type program. Working the same 
culture, personnel maternal and child health need know 
many things different from what workers malaria control 
need know, although they both need know some similar 
things well. contrast, whereas workers maternal and 
child health would require basic information about mothers, 
babies, diets, and the patterns bearing and rearing the 
young; workers malaria control would need know how 
agricultural and other practices affect mosquito populations 
and how the community perceives its insect world. word, 
the type program may important factor determin- 
ing which age and sex groups within the population and which 
areas custom within the culture may require special at- 
tention. 

There is, next, the matter the culture area. Foster(5) 
suggests that for Latin America, health and sanitation pro- 
grams must take into particular account certain cultural 
elements. Among the latter are categories cultural data like 
folk medicine, family organization, and the prestige complex— 
well certain specific items cultural content like hot- 
and-cold distinctions and concern with the “clean” 
yet, lack the extensive culture charting for public health 
purposes other regions the world that Foster and his 
colleagues have carried out Latin America. probable 
that other contemporary culture areas sub-areas have within 
them sufficient similarity culture pattern permit the 
formulation areal generalizations significance health 
programs. The presumption that the categories and content 


HUMAN 


ORGANIZATION 


culture which particular attention should paid‘vary 
some extent accord with the culture area which the 
program operates. 

Consider also, the extent cultural difference between 
health team and public. This variable, apart from the type 
program culture-area, also sets limits the kind culture 
charting done. Anthropologists have focused primary 
attention cross-cultural situations, i.e., where workers from 
one culture attempt influence publics from another. has 
become evident, however, that cultural factors modify the 
careers health programs quite effectively—if differently 
—when personnel and public are the same general culture. 
The cross-cultural situation such that one must take wide 
angle picture with relatively little depth; the intra-cultural 
problem, contrast, usually involves more narrowly 
focused study with greater detail depth. 


Essentially, course, the phenomena culture are such 
that the more know about the whole, the better under- 
stand any its parts. For instance, 1953, Peruvian 
coastal town where local health personnel had worked for 
several years, set out determine why some housewives had 
decided boil contaminated water for drinking and why 
others had not. learned that housewives who boiled water 
did for different and even contrary reasons. Some boiled 
water because they were sickly, accord with local convic- 
tions about illness and its relation dichotomy between 
“hot” and “cold” foods. Others did because they rejected 
the community’s value system including its cleanliness 
standards. Some began boiling drinking water because the 
hygiene worker recommended it; others did only after 
more acceptable 
their departure from prevailing norms water usage. 

Moreover, among those who did not boil drinking water, 
among those who did, motives differed. Some failed boil 
drinking water because they did not have available after- 
breakfast interval which, virtue local circumstance and 
belief, was the only possible and appropriate time boil 
water. Among those who decided not were many 
whose allegiance cultural values precluded acceptance 
new and competing health values. 

summary, turned out that order understand fully 
the varieties response the water boiling issue, was 
necessary take into account many sectors culture, includ- 
ing definitions health and illness, the organization 
kitchens and the scheduling daily chores, mobility aspira- 
tions, the prevailing status system, and the community’s pat- 
terns utilization its water resources(13). 

Let summarize briefly. community’s culture influences 
the prevailing ecology health and disease. Whether patho- 
genic agents interact fail interact with susceptible human 
hosts are multi-causal events whose thresholds are affected 
culture. 

Secondly, the total culture shapes that sector relating 
definition and management disease. Concepts health and 
disease are therefore best understood against the backdrop 
the cultural system which they occur. 

Thirdly, the local culture exercises potent influences the 


reception and career health programs. The community 
responds health programs terms its own value-laden 
definition the situation. 

Finally, how chart local culture terms useful public 
health depends such things, among others, the type 
program, the particular culture area, and the extent cultural 
difference between health team and public. the last analysis, 
course, the more know about the totality local cul- 
ture, the better understand any its parts the specific 
responses its carriers. 
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Some Problems the Physicians the Navajo Reservation 


John Adair and Kurt Deuschle, M.D.* 


Since World War there has been great increase the 
number United States medical personnel working the so- 
called areas the world. This expansion 
the delivery scientific medicine caused number 
factors. Prominent among these are the great increase mili- 
tary bases foreign countries, where the doctors and nurses 
frequently treat native civilian personnel well U.S. 
troops, and United States participation international 
health programs such the Pan-American Sanitary Bureau, 
International Cooperation Administration and other technical 
assistance programs. 

addition these organizations, 1955 the United States 
Public Health Service became responsible Congressional 
Act for rendering health service all U.S. Indian Reserva- 
tions with few and the Indians, Aleuts, and 
Eskimos residing Alaska. This had formerly been the re- 
sponsibility the Bureau Indian Affairs the Depart- 
ment the Interior. Today many young doctors are now re- 
cruited through the Universa! Military Training and Service 
Act, for service the Indian Health Program. 

recent survey! reported the Surgeon General, 
Public Health Service, the problem with young physicians 
the Indian Health Program was 

“The youth and short length service many the 
physicians the Indian Health Program make for difficulties 
program and administration. Over per cent the 
medical officers charge Indian hospitals are under 
years age, and about half are the Public Health Service, 
serving their two years under the Doctor-Dentist Draft. 
These most whom are trained and interested 
clinical medicine, are expected assume respon- 
for program planning both public health and 
medical care and also administer hospitals.” 

this paper some the problems which confront these 
young doctors the Navajo Reservation are discussed. They 
are presented the immediate context the medical service 
that region, but believed that many these same 
problems and their solution have broader generality cross- 
cultural medical practice which has had such rapid expansion 
other areas the world. 


*John Adair, Ph.D., Assistant Professor Social Anthro- 
pology Public Health and Preventive Medicine; Kurt Deuschle, 
M.D., Assistant Professor Public Health and Preventive Medi- 
tine, Cornell University Medical College, New York. 


Health Services for American Indians, Department 
Health, Education, and Welfare, Public Health Service, 1957, 115. 


The physician starting the Navajo Reservation faces 
number difficulties: learning work effectively govern- 
ment organization; living and working relatively isolated 
social and medical community comprehending the importance 
cultural differences and the language barriers they are 
related the medical program; and recognizing that the pat- 
tern disease and the nature the clinical work the 
Reservation call for general medical and public health 
approach. 


Problems Related Government and 
Reservation Living 


Most young doctors assigned the Navajo Reservation 
have joined the United States Public Health Service fulfill 
their draft obligation. All these doctors have completed 
their internship; some have had year more residency 
medicine; surgery, pediatrics another specialty. 

Physicians like many other citizens have little knowledge 
about how the government really operates. They may have 
understanding about such matters the important role the 
Bureau the Budget, the steps involved obtaining neces- 
sary Congressional appropriations, the problem categorized 
and “earmarked” funds, budget “freezes,” and other vital 
information about government fiscal procedures. Lacking this 
knowledge the physician may not appreciate the problems 
which the local administrators encounter attempting 
provide adequate medical program. 

may take full year for the most adaptable doctors 
adjust government medical practice; accept the admin- 
istrative authority his chief; work without undue 
frustration within established accept the 
activity. clinician the physician has long been accustomed 
looking his chief superior the final arbiter and 
counselor for his medical diagnoses and treatment. However, 
the government health organization any large health 
program, the physician’s chief superior may well able 
administrator with only secondary interest the practice 
clinical medicine. Some the more rigid doctors take the 
attitude that “government” mass conspiracy solely in- 
vented keep them from seeing their patients. 

Additionally, there are numerous family problems which 
face the physician new the Reservation—problems similar 
those which face technical personnel Point Four pro- 
grams. 
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First, the geographic features the arid Southwest are 
very different from most regions they have known other 
parts the United States; the living small government 
communities isolated from public schools, shopping facilities, 
etc., are equally unpleasant these doctors’ families. The 
housing facilities may inadequate especially for physicians 
with larger families. Additionally these families, along with 
those government employees other job capacities, form 
minority community with only very limited social contacts 
with the Navajo among whom they live. This gives rise 
all the problems small outpost society. 

some instances the social pressures the government 
town may result such heavy on-and-off the job stress that 
undermines the doctor’s work and affects his total family 
adjustment the Reservation life. 

for the doctor get away from the worries 
and pressures the job, living does right the com- 
munity where works. Where several physicians are work- 
ing together places like Fort Defiance, shop talk goes 
virtually around the clock and even the wives become involved 
professional matters along with their husbands. There are 
the usual ways dissipating the anxiety engendered 
the job, there the more normal community where 
one’s work, family life, and social activities each have their 
own rather than the same orbit. When such stress felt 
any one the doctors this very closely knit society, may 
spread the whole community and rapid demoralization 
may set in. the other hand, remote clinics like the 
Chinle Health Center there the problem the physician 
working entirely alone without being able discuss per- 
plexing medical case with professional colleague. 

Often the first compromise the physician must make his 
new work Reservation practice with medical facilities. 
may have been accustomed the finest medical library, 
adequate laboratory and X-ray service, nursing help, and 
medical specialist consultants. contrast the well-equipped 
Fort Defiance and Tuba City Hospitals, laboratory and 
X-ray facilities may lacking the more isolated field 
clinics the Navajo Reservation. Because the shortage 
technical and clerical assistance the professional staff must 
often perform many tasks which could delegated other 
trained personnel. This, course, not unique the Navajo 
Reservation for shortages equipment and medical personnel 
hound every medical administrator from Seattle New 
York City. The challenge the physician determine the 
irreducible minimum needed facilities and personnel re- 
quired perform adequate medical job rather than 
regard these minimal facilities evidence that good medical 
work not expected. 


Language and Cultural Problems 


source considerable frustration the physician his 
inability talk directly his Navajo patients. The doctor 
unable judge the patient’s subtleties expression, the 
tone voice and inflection, the turn phrase which 
important communicating emotional tone English. 
cues not come through when working with interpreter— 
the whole affect dulled the process interpretation. 
Moreover, the physician misses the gratification gets from 


patients elsewhere when they are able express their thoughts 
the doctor directly. Here what rapport obtains 
developed through the interpreter. Even pediatrician treating 
infants our society has the satisfaction talking with the 
families his patients. Because the language barrier, the 
physician may fall into the habit addressing himself his 
interpreter rather than the patient. This the patients resent, 
and have been known complain interpreters get 
between and the The importance the medical 
history, fact, becomes secondary the medical examination 
most clinics simply because the difficulty getting 
adequate histories through these interpreters. 

All the physician’s technical knowledge explaining the 
nature the illness, the plan for treatment and follow-up 
recommendations must funneled through the interpreter, 
extent which the physician can communicate with the 
patient depends how effective the Navajo interpreter per- 
forms his job. Eventually the interpreter who well-used 
(and has been well-trained) becomes, speak, the instru- 
ment the physician. 

The physician may fail realize that the literal interpreta- 
tion usually possible between European languages and English 
quite impossible between languages different structurally 
English and Navajo. Even when Italian Puerto Rican 
patients cannot speak word English they may break 
through the language barrier some extent with their volatile 
and demonstrative expressions. contrast the behavior 
the stolid and undemonstrative Navajo patient serves 
magnify the language barrier. 

There are numerous other problems which center around 
the matter medical interpreters. One these problems 
that selecting the medical interpreter. Thus far stand- 
ard has been set nor systematic screening method devised for 
the selection medical interpreters. Usually doctors are 
attracted interpreters with whom they have the best rap- 
port, who speak the best English, have the nicest 
yet whose ability speaking their own language—which may 
have suffered from years away from the Reservation while 
government boarding schools—remains untested. 

The consequence this lack training for interpreters 
the concepts medicine and lack experience the young 
doctor how select, train, and use interpreter results 
situation which remains highly unpredictable any 
given hospital, outpatient clinic, field health installation. 

The failure select medical interpreter properly can 
sometimes result ridiculous errors the following incident 
which occurred the Fort Defiance Indian Hospital several 
years ago illustrates: 


doctor hard pressed for interpreter asked 
Navajo kitchen helper interpret for him one day. She 
spoke good English the regular interpreter and the 
doctor had reason doubt her competence her own 
language. The girl was ashamed confess her ignorance 
and proceeded interpret requested. She told the 
patient that she would have have her appendix removed 
while reality the doctor had ordered routine radio- 
graph the chest. 


should noted, however, that even our own urban 
clinics where there language barrier the level com- 
munication between the physician and the patient and the 
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patient’s understanding his own disease revealed the 
doctor far from satisfactory. The situation doctor- 
patient relations the Navajo Reservation not different 
kind, but intensified several particulars. Among these 
are: lack education the patients our medicine, 
the presence the language barrier which requires funnel- 
ing all information through interpreter, and lack 
knowledge the physician’s part those aspects Navajo 
culture which have direct relation the curing process. 

The physician who unsophisticated Navajo ways may 
get into difficulty evaluating certain situations that occur 
the clinic hospital. For example, the Navajos are so-called 
“good patients” because they accept and endure certain painful 
procedures this may mislead some unwary physician 
into thinking that the Navajos not experience pain 
sharply his Anglo patient. Occasionally physician will 
continue difficult venipuncture other minor surgical pro- 
cedure because the patient’s seemingly high threshold 
pain. 

notable illustration this point had with 
obstetrician who administered minimum analgesics for 
his Navajo patients labor the assumption that the 
Navajos had very little pain since they “probably experienced 
amore natural reaction childbirth.” After this obstetrician 
completed his tour duty the physician who succeeded him 
administered much larger doses analgesics. Very soon there- 
after, the obstetrical patient load this Navajo hospital 
increased sharply. When some these Navajo women were 
queried why they were coming into the hospital they 
have baby without pain!” 

There are numerous other pitfalls for the physician in- 
experienced the area. may ask the ward orderly take 
care corpse, and get outright refusal; the order 
carried out the orderly may request the following day off 
that the correct ritual may performed cleanse the body 
the evil that comes from close associations with the dead. 

The doctor may the refusal patient’s 
donate blood for indicated surgery the treat- 
ment anemia. may not realize that the concepts 
ympathetic and contagious magic are still strongly believed 
most the Navajos. this instance, the patient were 
die, then the donor the blood might also sicken and die. 

Numerous other points resistance could mentioned: 
the reluctance take rectal temperatures (probably related 
witchcraft usage feces) the dislike appearing naked 
the doctor (sanctions modesty are highly developed 
mong the Navajo) the constant series requests for 
the part Navajo employees (in order have the 
counteractive rituals) and requests for medical leave 
from the sanatoria patient who wants home for 
which Navajo healing ceremony. 

These points resistance serve alert the doctor the 
that the Navajo patient certainly very different “from 
patient back home.” also comes realize result 
his own experience that Indian employees demand their 
the doctor tremendous patience, and the nur- 
uring close and sympathetic attitude. The impersonal 
igid relations which are traditional hospitals and clinic 
lanagement our own society tend increase the gap be- 


tween the doctor and the nurse their world, and the Navajo 
patient and employees theirs. 

equally easy for the physician err the side 
being over-indulgent acquiescing Navajo custom and 
tradition. This illustrated incident which occurred 
the Fort Defiance Hospital several years ago. The surgeon 
who was treating patient with severe burns granted the 
family permission visit the patient with the medicine man. 
curing rite was performed while the patient was unattended 
the hospital staff. The herbal infusion which was spat 
the patient’s wounds during the ceremony resulted fatal 
infection. This incident demonstrates the importance being 
highly selective granting concessions Navajo tradition 
when the patient’s health status may compromised. Had the 
been performed without the application the herbal 
infusion the psychological benefit the ritual could have 
been achieved without the danger infection. 

The pity that each physician must learn most this for 
himself. certain, those the job before him may well 
brief the new doctor casual way about the “do’s” and 
“don’ts” working with Navajo patients; nevertheless, 
handbook with relevant cultural materials needed the 
clinician. Many these data can found few books 
and monographs, for the Navajo Indians have been the subject 
intensive study and research anthropologists. 
ironical that often physicians learn trial and error the 
complex matters the cultural differences when there such 
rich literature available. This raises host problems not 
germain the central theme this paper, problems concerned 
with communication between anthropologists and government 
administrators and anthropologists and the professions. Suffice 
say that this lack communication much, not 
public health officer. 

The physician who has longer-term bed patients the 
hospital who does service tuberculosis sanatorium 
good position see the broader context Navajo 
disease and health. There, sanatoria our own so- 
ciety, has opportunity get know his patients 
and their families who make frequent visits. gains 
understanding the important part the family plays 
the care the ill Navajo society. Within recent years 
there has grown the sanatoria willingness the 
part the doctors permit their patients leave they 
may have their own home. This too has broaden- 
ing effect the doctor’s thinking and Navajo traditional 
medicine becomes relevant problems medical care. 
Furthermore, the physician who deals with tuberculosis has 
the problem educating the patient his illness. 
perceptive, soon learns that the germ theory such has 
meaning for the Navajo. They tend keep their own native 
theory disease and are not won over scientific demon- 
strations such looking microbes under the 
While the physician learns that our scientific explanations 
the cause disease fall deaf ears, also learns that the 


has been the experience anthropologists working other 
world areas that changing native concepts disease etiology most 
difficult, and not essential public health programming. William 
Caudell, “Anthropology and Public Health,” Kroeber, 
thropology Today, Chicago, University Chicago Press, 1953. 
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Navajo patient takes considerable interest the progress which are frequently seen advanced state because 
his treatment. Radiographs are examined with great interest neglect delays inherent getting the patient 
not only the patient, but his whole family. pital other areas where diseases 
The physician may recognize the importance cultural are the major medical problem, the nature the service 
differences when the violation custom and ensuing resistance demands immediate attention acute illness; month and hors 
the part the Navajo are perceived. However, this month out medical practice the Navajo Reservation re- med 
just the beginning cultural awareness. Too often the sembles some ways the crisis situation treating the 
subtleties cultural differences are missed altogther epidemic. 
learned after harsh experience. For example, the harried The very nature the medical service and the pattern und 
physician may chagrined discover that the hours disease among the Navajos demand that the physician con- 
precious time spent convincing the husband one the health problems hand rather than only those heal 
patients continue hospital treatment had been completely would consider his field special medical competence. 
wasted. The family member who really wielded the power ‘This may not simple first would appear. There has 
decision this matter—the patient’s grandmother—had been increasing trend the postgraduate training level vast 
been directed the waiting room sit while the parley university hospitals train medical specialists. Some 
taken place. That such events should occur quite under- these specialty groups have become highly organized and 
standable, for the wards and clinics are usually full and the that the practicing members must confine them- abili 
pressing problems diagnoses and treatment not allow selves rigidly practice within certain age groups, disease 
the physician great deal time investigate such matters. categories, special organs organ systems. Therefore, 
From the moment the physician arrives the job not surprising find that some physicians reluctantly un- fami 
such heavy work pressure that there little time medical care outside their area special 
group conferences and workshops for such matters language However, the effective physician the Navajo Reservation admi 
and cultural problems. quick out” the specialty lines and tackle the press- 
ing medical problems the best his ability. 
The Public Health Point View Some these young physicians look beyond the immediate 
problems the examining room and seek answers the body. 
medical schools scattered throughout the United States 
walls. most cases these are also physicians who have learned 


graduating consistently well-qualified physicians who meet 
the medical needs and demands American 20th century 
society. These graduates our medical colleges are well- 
trained the basic scientific principles medicine and 
the clinical practice medicine its advanced technology. 

the crowded medical curriculum students are given 
basic principles public health but very little time can 
spared for topics dealing with relatively primitive situation. 
obviously impossible for the medical schools train the 
students for every conceivable situation which they may face 
after graduation. 

The common public health problems which were personal 
experience medical students fifty years ago when they 
could relate the typhoid fever patient the hospital ward 
obvious community sanitary practices have become the concern 
the state and municipal health departments. Much the 
training public health has been postponed for the physician 
interested establishing career this field until can en- 
roll one the postgraduate schools public health. 

many medical schools where the public health courses 
are given the undergraduate curriculum, the students 
build passive indifference the problems presented 
the classroom. The immediate need for knowledge the 
field not nearly pressing biochemistry, bacteriology, 
pathology, and subjects directly pertinent training clini- 
cal medicine. fact many students build negative atti- 
tude towards public these may the same 
students who find themselves working for the United States 
Public Health Service, under the within 
period few years. 

Furthermore, the Navajo Reservation the medical 
problems are not rare illnesses but rather common diseases 


work effectively members the government medical 
team, and while they might never approve cumbersome pro- 
cedures, they have mellowed their attitude and have learned 
that there are effective ways working within channels. 

Some may career public health and these 
some will seek further training graduate school public 
health. These physicians share point view more akin 
that the public health physician from such areas India 
and Southeast Asia. There functional reason why this 
convergence point view has taken place—two years 
before (when the U.S. physician just finished his intern- 
ship), their thinking was miles apart. areas under- 
developed economy, where there mass illiteracy and high 
rate child mortality and infectious disease, the physician, 
grips with preventive medicine and public health programs. 
has come realize that social, behavioral, and economic 
factors are important part the environment disease 
the human host itself. 

All the physicians the Navajo Reservation are not “two- 
year fulfilling draft obligations. The directors the 
service are public health career doctors and nurses, many 
whom have been transferred from other branches the U.S. 
Public Health Service, such the Bureau State Services. 
Some were with the Bureau Indian Affairs before the U.S. 
Public Health Service took over. 

The job the public health administrator the Navajo 
Reservation difficult indeed. One example dilemma 


John Adair, Kurt Deuschle and Walsh McDermott, “Patterns 
Health and Disease Among the Navajos,” The the Ameri- 
can Academy Political and Social Science, 311, (1957). 
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with which the public health officer must will serve 
illustrate the point. The Navajos not have the same 
concept time have our society. Thus sick Navajo 
living the bottom canyon may decide saddle his 
horse and ride the nearest field clinic obtain some 
medicine late Friday afternoon. When finally arrives 
the clinic Friday night finds the clinic doors locked and 
the doctor away for the weekend. The Navajo patient cannot 
understand why does not get medical service after his 
arduous trip the clinic. The problem which the public 
health administrator must resolve how keep the pro- 
fessional staff reasonable work schedule and yet able 
provide adequate medical care Navajos who live 
vastly different cultural framework. 


Thus, the degree which the public health administrator 
successful carrying out health program depends his 
ability evaluate these cultural differences and adapt his pro- 
gram accordingly. must take cognizance the lack 
community organization know and the extended 
family system tied closely the clan organization. These 
present series cultural differences the public health 
administrator which are more like those encountered the 
areas overseas than other parts the United States. 

marked contrast such community differences, the 
Navajos have developed strong central tribal governing 
body. This group—the Navajo Tribal Council—includes 
elected representatives. They have always shown remarkable 
interest and concern health matters. The public health 


administrators have obtained ready cooperation and advice 
for their medical programs from the Tribal Council through 
their Health Committee. can said that the public health 
administrator probably able get much more support and 
action from the Tribal group than could expect from 
similar municipal county governmental organization our 
own society. 

addition these problems public administration, the 
career officer ultimately responsible for the smooth function- 
ing clinics and hospitals with all the problems interre- 
lationships between Navajo patients and newly inducted 
doctors, fresh from medical college, which are briefly described 
above. 


Conclusion 


The problems which the physician encounters the 
Navajo Reservation are not unlike many challenges life 
which all meet. effect, the solution depends the 
ability the physician adapt and adjust his knowledge and 
skill learned one situation and apply the same principles 
meeting markedly different set circumstances. The 
imaginative physician will this instinctively whereas the 
more rigid physician will probably fail adapt regardless 
how much done for him. However, the average doctor 
could probably derive considerably more satisfaction from his 
work areas low technology and different cultural 
patterns received special education, training, and orienta- 
tion for this work. 
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Hospital Care Provincial Greece 


Ernestine Friedl* 


Introduction 


The rural population the province Boeotia Greece 
now makes considerable use hospital care for childbirth and 
for serious Both men and women, even those the 
older generation, allow themselves hospitalized without 
objection, often, indeed quite willingly. This new 
phenomenon. particularly interesting one because 
the many psychological and practical obstacles the way 
the hospitalization Greek village patient. Traditionally, 
there has been tendency view hospitalization form 
desertion the sick person the members his family.? 
Transportation and from the villages the provincial town 
which the hospitals are located and expensive. 
Besides, doctors’ bills and hospital costs themselves are quite 
high local standards. 

Anthropologists have long been interested the problem 
introducing hospital care rural regions where scientific 
medicine not part the culture. They have also studied 
attempts improve the use scientific medical facilities 
cultures where science known, but only sporadically 
utilized the rural either situation anthro- 
pologists regularly record the many difficulties encountered. 
The analysis the reasons for the difficulties has resulted 
the enunciation certain which may sum- 
marized follows: beliefs and practices associated with 
curing illness any culture have important latent functions 
both for the personality individuals and for the operation 
the social structure. other words, maintain 
restore physical well-being the manifest purpose and often 


Ernestine Ph.D., Assistant Professor Anthropology 
and Sociology Queens College, New York. 


This revised version paper read the meeting 
Section the American Association for the Advancement Sci- 
ence New York, December, 1956. 

The research which the paper based was conducted 
1955-56. was supported grants made under the Fulbright 
Act and supplementary funds from the Wenner-Gren Foundation 
for Anthropological Research. Dr. husband, Harry Levy, 
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2. Margaret Mead, ed., Cultural Patterns and Technological 
Change, UNESCO, 1953, 250. 


William Caudill, “Applied Anthropology Medicine,” An- 
thropology Today, Kroeber, ed., Chicago, University Chi- 
cago Press, 1953, pp. 771-806; Alexander Leighton and Dorothea 
Leighton, The Navaho Door, Cambridge, Harvard University 
Press, 1944; Margaret Mead, of. cit., passim; Benjamin Paul, ed., 
Health, Culture, and Community, New York, Russell Sage Founda- 
tion, 1955, see especially pp. 31-34, 139, 231, and 241. 


the result curing practices, but the means used depend upon 
and have some consequences for the economic, religious, and 
social organization the society, for its belief systems, and 
for the psychological characteristics 

Studies analyzing the social roles involved illness and 
the nature and extent hospital care the United States 
have led the same Therefore, the interests 
both successful therapy and humanity, usually 
recommended that scientific knowledge about illness and the 
practices associated with its cure introduced such way 
take account the latent functions the indigenous 
behavior. But how practically implement this 

The Boeotian situation, sure, did not result from 
conscious planning along the recommended lines. here 
suggested, however, that this situation provides, certain 
respects least, the virtual equivalent case study the 
successful operation the principles. The fol- 
lowing description presented with this mind, and does 
not purport any sense total study illness the 
society described. 


Comparison Home Care and Hospitalization 


Let first look the treatment illness Greek 
village home. Much the United States, the first day 
fever other sign illness treated with bed rest and 
home remedies. Aspirin known, and the Greek village 
1956 penicillin and other antibiotics are sold the village 
store, and their use comes under the head home remedies. 
But, significantly enough, the antibiotics will administered 
only some relative the family (not necessarily physician 


For discussion manifest and latent functions see Robert 
Merton, Social Theory and Social Structure, Glencoe, The 
Free Press, 1949, pp. 21-81. See also Leighton and Leigh- 
ton, op. cit., and Paul, cit., pp. 460, 477; also Lyle Saun- 
ders, Cultural Difference and Medical Care: The Case the Span- 
ish-Speaking People the Southwest, New York, The Russell Sage 
Foundation, 1954. 


Lawrence Frank, “Psycho-cultural Approaches Medical 
Care,” Journal Social Issues, 45-55 (1952); Talcott Parsons, 
The Social System, Glencoe, Illinois, The Free Press, 1951, pp. 428- 
479; Talcott Parsons and Renee Fox, “Illness, Therapy and the 
Modern Urban American Family,” Journal Social Issues, 31-44 
(1952) Leo Simmons and Harold Wolff, Social Science 
Medicine, New York, The Russell Sage Foundation, 1954, pp. 170-193. 
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nurse) has been taught how give injection$ and can 
called upon so. the doctor who travels horseback 
through the countryside should come into the village day 
when anyone ill, may may not asked the 
patient. case measles young child, for example, 
would diagnosed the family and they would feel 
need for the services doctor. the meantime, members 
the family who live the village and the neighbors will 
visit with the patient while his household continues its usual 
activities. However, the patient never left alone, and 
often surrounded crowd noisily talking visitors, includ- 
ing children. The visitors all give advice proper treat- 
ment, recommend doctors the neighboring towns, and recall 
the history and development similar symptoms themselves 
their relatives. The proper phrase good cheer 
sas which means “may pass for you” and ad- 
dressed not only the patient himself but his entire 
household. Nor the patient isolated even night. the 
household one which the parents and children sleep the 
same room (some beds and some pallets the floor) this 
custom not changed because illness. Food for the patient 
prepared whatever member the household customarily 
does the cooking. 

illness lasts beyond expectations, takes acute 
violent form such heart attack bleeding ulcer, 
several alternatives are possible. Some member the house- 
hold may for doctor, the patient may taken 
hospital provincial town. Going for the doctor may 
involve walk several miles the nearest town where 
there one, may involve walk the nearest town 
village that has taxi, and the taxi may hired for 
the doctor. The taxi may also hired call for the patient 
and take him the hospital. Ordinarily, the patient 
accompanied least one member his household and 
frequently several. one case which woman labor 
went the hospital, she was accompanied her mother-in- 
law, her husband, her sister-in-law, and her brother. 

One the provincial towns Boeotia slowly developing 
into small medical center for the surrounding region. The 
hospitals there are actually small proprietary institutions with 
ten twenty-five beds. Each hospital owned and operated 
doctor who ordinarily has specialty. There are several 
maternity hospitals, one two for major surgery, one for 
tonsilectomies, one for internal medicine, and on. The 
number these small private hospitals has increased sharply 
since the end the Greek civil war 1949. They are staffed 
local women and young girls, who ordinarily have 
special nurses’ training except for what training the doctor can 
give them. The physicians themselves, however, are graduates 
the medical school the University Athens, and many 
have had additional training outside The qualifi- 
cations the physicians lead one expect normal American 
hospital routines, perhaps somewhat modified the limita- 
tions space and untrained staff. 

But consider the scene the room small private 
hospital. One knocks door and enters small room about 
twelve feet square. There are three ordinary iron bedsteads 


Leland Allbaugh, Crete: Case Study Under-Devel- 


oped Area, Princeton, Princeton University Press, 1953, pp. 156-157. 


along three the walls the room. each the beds, 
fitted with her own bed linens the typically varied colors 
the Greek village, lies woman patient.8 Two are older 
women wearing their brown kerchiefs and dressed their 
own pink flannel nightgowns. The third young woman 
without kerchief, but lying the bed fully dressed. 
not possible move beyond the door because the entire center 
floor space covered with blanket, around the edges 
which five relatives one the patients are sitting, just 
finishing meal which they have been eating picnic-style. The 
remnants bread, wine, and cheese are quickly gathered 
the relatives make way for the new visitors and apologize 
for taking much space. The husband the young 
woman warming some macaroni over small kerosene 
burner tiny table near her bed. When the food warm 
enough serves his wife. The daughter and the husband 
the third patient are standing near her bed watching the 
goings-on. The daughter coughs violently. midwinter, 
and she has cold aggravated sleeping pallet the 
floor her mother’s hospital room. nurse comes leave 
ice-bag. The daughter helps her mother adjust it. 

were maternity hospital, the scene would 
much the same, except that several infants would sleeping 
wooden cradles the rooms with their mothers. cradles 
had not been brought from home, the infants would lying 
the beds with their mothers. female relative the 
mother will have been present during the birth the baby. 
She will have held the mother’s hand, sponged her off during 
the worst the pains (no anaesthetic used), and will have 
comforted her with soothing words. 

These hospital scenes and the patterns hospital care they 
represent suggest remarkable similarity between the treat- 
ment illness home and its treatment hospital. The 
same values and attitudes Greek culture are demonstrated 
both situations, and their reinforcement time stress 
not impeded hospitalization. 


Influence Greek Culture 


Greek villagers take great pride showing-off household 
possessions. Bed-linens and coverings are special importance, 
because they are part the dowry which the woman 
the household provided marriage, and she probably wove 
them herself. Sleeping bedclothes from home, therefore, 
not only lessens the unfamiliarity the hospital surroundings, 
but also may give the patient and his family chance show 
off the handiwork the women. 

Let now turn the crowded conditions the hospital 
room. Human companionship believed the Greek 
villagers absolute good. Solitude considered very 
unpleasant and avoided even when people are perfectly 
well. When someone the vulnerable state illness, 
especially important that not left alone. the hospitals 
the members the patient’s family take turns staying with 
him, and neighbors who happen town come and visit. 
Some the hospitals, sure, provide special room 


DDT campaign after the Second World War successfully 
eliminated vermin from the Greek countryside. There is, therefore, 
little danger that the bedding from home will bring vermin into the 
hospital. 
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which relatives can sleep. Even so, however, since private 
rooms are apparently unknown, there are always other patients 
talk to. 

The family has especially important social and psychological 
functions Greece. Therefore, the presence day and night 
family members the hospital fulfills the latent function 
emotional support. Such support essential for Greek 
patients, because they feel useless and unwanted whenever 
illness prevents them from fulfilling their customary roles 
the household. When the family members can also care for 
patient the hospitals much they can home (e.g., bring 
and cook food for him and, necessary, even feed him) his 
sense isolation and strangeness further lessened. 

characteristic attitude the Greek villager sus- 
picion other people’s motives and actions.? believes that 
people are not trustworthy and are more likely cheat one 
than not. The opportunity for constant family conferences 
check the doctor’s treatment one’s illness considered 
necessity. Once again, the presence least one relative 
all times during hospital stay assures the patient that 
has someone nearby watching out for his interests and keeping 
eye the possible chicaneries the doctors and nurses. 
physician interviewed mentioned one the reasons 
for permitting relative stay with woman throughout 
entire confinement, the fact that the visitor could then act 
witness. She would able testify the new mother 
and the other members the family that the doctor had 
done his job properly. The doctor himself did not seem 
feel that such point view reflected any way his 
integrity, but simply took for granted. 


Pros and Cons Hospitalization 


What, then, are considered the special advantages 
hospital care which impel the Greek villagers incur the 
great expense and inconvenience hospitalization? There is, 
course, recognition the fact that the doctor almost 
continually call the hospital and the added sense 
security this brings. For childbirth, there question but 
that the villagers believe that the doctor will better job. 
knows more than the midwife and professional knowledge 
and skill highly valued. But, believe, what com- 
mensurate importance the latent function hospitalization 
fulfills the perpetual rivalry for prestige among village 
families. Hospital care believed the sophisticated, 
urban way caring for serious illness 
Hospitalization therefore can enhance family prestige. 
not uncommon for one two sons village family 
educated sufficiently obtain white-collar job provin- 
cial town, Athens, even educated for and practice 
one the professions. The village girls, whose fathers can 
provide large enough dowries, marry city town man 
whenever they can and acquire husbands who are not 
village farmers. Since, Greece, the family continues act 
unit for some purposes even though its members are 
scattered over the city and several towns and villages, the 


Levy, “Property Distribution Lot Present-Day 
Greece,” Transactions the American Philological Association, 
87, 45-46 (1956). 


urban members the family regularly visit the 
have high prestige and are strong advocates 
ways. They stress the superiority urban and town doctors 
over the doctors who travel through the countryside 
horseback treat the villagers. urban town doctors are 
consulted during illness and their care then 
needed, hospitalization the only answer. The result that 
childbirth and the care serious illness home has come 
associated with low social position and low income, 
hospital care with high social position. 

This description hospital care would incomplete 
without some more detailed discussion the specific disad- 
vantages such care the villagers. The expense major 
element not only because cash scarce and long hospitalization 
may use savings; indeed, sometimes requires the sale 
land. has importance also just because the payments are 
made cash, and cash must saved the Greek villagers 
for daughter’s sister’s dowry. Every time the family’s 
economic resources are used for other purposes delays the 
marriage the daughters. This causes considerable anxiety 
and some sense guilt the part the patient, 
and resentment, not always suppressed, the part the 
family. less acute, but nevertheless, real disadvantage 
hospitalization the increased burden work places 
those left home. This also occasions guilt feelings the 
one hand and resentment the other. Finally, the necessity 
for dealings with doctors and nurses adds the number 
role relationships which the villagers regard with suspicion. 
The family, its own view, therefore confronted with yet 
another occasion which there threat loss filotimo 
(the Greek version the oriental Constant vigilance, 
they believe, necessary see that the hospital personnel 
not succeed outsmarting the village family. All these 
disadvantages are consequences serious illness, any case, 
but they are much intensified hospitalization. 

The evidence indicates, however, that these anxiety-produc- 
ing consequences hospital care are substantially outweighed 
what are consciously and unconsciously felt its ad- 
vantages. However, believe that without the compensating 
sense familiarity and continued participation family 
relationships which the small Greek hospitals afford, the 
disadvantages hospitalization would overwhelming. 


Attitudes the Doctors 


What the attitude the scientifically trained doctors 
the hospital conditions described? They are well aware 
the fact that their hospitals not conform with the standards 
they observed Athens and other urban centers. Some 
our doctors were apologetic about their own small institutions. 
They complained about the inability keep regular consult- 
ing hours and the fact that therefore patients were constantly 
overflowing the waiting rooms. They said, however, that there 
was help for it, because the villagers could not possibly 
manage get into town any regular times. They also 
complained about the many relatives attendance their 
patients, and said they sometimes got the way. They 
pointed out, however, that their patients were uneducated 
villagers for the most part and would too miserable under 
any other conditions. Being Greeks themselves, they were, 
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characteristically Greek fashion, more humah-centered 
than science-centered. went along with the human 
necessities the patients, allowing these necessities over- 
shadow, for time least, what they regarded the strict 
requirements scientific hospital management. 

Moreover, conversations with the doctors indicated that, 
although they were far more sophisticated than their village 
patients, they were nevertheless participants the same basic 
culture, and shared many attitudes and expectations with their 
patients. For example, the lack regular time scheauling for 
consultation, rounds the wards, nursing routines, and the 
like, not likely personally irritating Greek 
doctor might his American counterpart. Greeks 
actively dislike regularity, and, unlike many Americans, 
not derive comfort and security from routines. The Greek 
doctors are also less likely disturbed the presence 
the large numbers visitors and their, Americans, rela- 
tively boisterous conversations. Long and animated consulta- 
tions before any decisions are made form part Greek life 
greater lesser degree all social levels, and conversa- 
tion for its own sake favorite recreation. The fact that 
illness and quiet are not inextricably linked concepts Greek 
culture. 

What the Greek doctors are apparently unaware of, how- 
ever, the extent which their, them, makeshift hospital 
practices conform the social scientists’ recent recommenda- 
tions for flexibility and for adaptation traditional methods 
handling illness. What careful analysis has pointed out 
desirable method for conscious, planned, and gradual change, 


has been evolved willy-nilly these doctors under the diverse 
pressures their complex culture. 


Future Development 


This not say that Greek provincial hospitals will 
continue their present practices indefinitely. The fact that 
urban hospitals conform more closely previously existing 
American standards and that these form the ideal for the 
Greek doctors has already been noted. What even more 
interesting that, the villagers become familiar with 
hospital care, the provinces, they are sensitized the 
reports their urban relatives about hospital conditions 
Athens. They are told that these more modern institutions 
provide bedding, and serve food from hospital kitchens. They, 
themselves, have learned that bringing food from home, and 
cooking the hospital, are severe drains family energies. 
The result that they are beginning complain about the 
poorer facilities the provincial hospitals, and are talking 
demanding more services: services which, had been 
forced upon them the early stages, would have made the 
hospital strange and repellent place. 

One may hope that the development hospital practice 
Greece does not reach the heights impersonality and 
isolation patients characteristic the majority our own 
hospitals. There growing literature analyzing and some- 
times criticizing these aspects American hospital 


10. See e.g., Simmons and of. cit., and 
Frank, cit. 
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Robert and Rhona Rapoport* mem 
front 
the study man yields greater understanding the United Kingdom under the National Health Service. least 
social factors that motivate him, channel his activities, sicken open, voluntary hospital, admitting far its referral ordin 
gratify him, not surprising that increasing attempts can effectively screen them, patients who are not them 
made put this information work constructing whole acute psychotic disturbance, yet whose 
social systems designed realize specific human goals.! culties social adjustment seem psychological kind. The 
Romantics and Utopians among philosophers, theologians, Unit favors patients with long-standing personality disorders degre 
political reformers, and even anthropologists themselves the acting-out type (so-called personalities” devia 
frequently the past visualized social systems that seemed “character treats, any given time, 100 allow 
them ideal some sense. These movements have always been about 1/3 female and 2/3 male. The average time 
interest social science, least data. The treatment 4-6 months, though some patients stay them 
social psychiatric movement involving the idea and others leave very shortly after admission (approxi- the 
communities” has special kind additional interest. Like mately 20% the first month). The staff are set accord- tivity 
some the romantics, has nostalgic elements, harking back ing relatively standard health service organizational sense 
after aspects earlier familistic kinds social organization table, with psychiatrist charge, three other doctors with the 
and seeing the folk-like, gemeinschaftlich kind system training assigned the Unit, and complement 
many features valuable for mental health. Like some religious social worker, psychologist, and on. The numbers tions. 
political reform movements, has based much its pro- staff are somewhat larger than usual for the health service, rehea 
gram what William James referred struggling because the experimental nature the Unit, but its princi- 
away from evil much struggling toward clearly pal differences from other similarly designated organizations 
defined “good,” and sets its program forth with conviction reference the Unit’s treatment ideas. Once assigned their 
and moral fervor that are not lightly put aside. the Unit, staff members and patients are all expected, accord- consic 
The social psychiatric trend supporting the therapeutic ing Unit “culture” (as they themselves refer it), 
community idea turns around Lawrence Frank’s early give their preconceptions about the roles patients and 
injunction that society well disorganized individuals medical staff, and relate one another individuals with the 
should receive psychiatric attention,? and proposes that society kinds problems solve. The problems are defined 
well trained individual specialists have potentialities for terms individuals’ difficulties adjusting the regime 
treating casualties social processes. The construction Unit life, which set simple basic form they 
small societies the therapeutic community type possible. The difficulties adjustment the Unit 
means through which this goal can achieved. are assumed reflect the individual’s characteristic difficulties the 
The aim this paper examine some the ways comparable situations the outside. The ways which entery 
which leading proponent the therapeutic community are expected join together, both forming 
approach has set about the job constructing such social and working the problems created its members’ 
system, and offer some critical observations about the are encompassed what refer the 
tioning the system from social anthropological point Unit’s treatment ideology. pretat 
view. addition the implications for therapeutic practice, 
some possible implications for more general anthropological Treatment Ideology 
study will indicated. 
The Unit’s treatment ideology implies blueprint for and 
The Hospital social structure. That part the social structure that consists 
the Unit members’ role definitions and their round 
The hospital have observed the Belmont Social Re- activities based the particular ideas about 
habilitation Unit England (Maxwell Jones, nature disorder and the best kind social system 
This Unit part larger neurosis center serving all diagnostic processes can our early 
study those ideas and values, grouped them into four 
Rapoport, Ph.D., Research Associate, Joint Commission comm) 
for the Study Mental and Health, Cambridge, Massachu- the 
setts; Robert Rapoport, Ph.D., Lecturer Social Anthropology, Rehabilitation: according which the group goal 
McLean Hospital. outside the hospital (rather than segregating them for their 
This paper stems from work the Belmont (Maxwell own others’ putative benefit) the attitude taken that about 
Jones, Director), sponsored the Nuffield Foundation. early possible and that can achieved active rational 


draft was read the American Anthropological Association meet- 
ings Chicago, December, 1957. 

Lawrence Frank, Society the Patient; Essays Culture 
and Personality, Rutgers University Press, 1950. 

Maxwell Jones, al., The Therapeutic Community, Basic Books, 
New York, 1953. 


Jones and Rapoport, “Social and Administrative Psy- 
chiatry,” The Lancet, 2:386 (1955). 

Rapoport, “Oscillations and Sociotherapy,” Human Relations, 
(3), (1956). 
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efforts individuals relating one another prescribed 
ways. Other aspects this theme are the emphasis placed 
active hospital-community relationships (employers, family 
members, and the emphasis placed continual con- 
frontation the patients with “reality” the form 
least indicating ordinary social perceptions their conduct, 
ordinary norms and sanctions (rather than “humoring” 
them). 


Permissiveness: according which all members 
the group are enjoined tolerate from one another wide 
degree behavior that might distressing them seem 
deviant according “ordinary” norms. Ideally this should 
allow both for the individual stimulating reaction make 
his difficulties known through being allowed demonstrate 
them (rather than being forced suppress them), and for 
the individual reacting examine the basis for his own sensi- 
tivity. Permissiveness viewed essential developing 
sense trust (considered prerequisite psychotherapy) 
the face patients’ tendencies the authorities’ 
malevolence provocatively deviating from their expecta- 
tions. also considered valuable for facilitating role 
rehearsals. ordinary life, sanctions exerted when patients 
this type contravene social norms tend prevent them 
from effectively modifying their behavior patterns even given 
their wish change. sheltered, permissive environment 
considered valuable allowing for the inevitable mistakes 
trying out new 


Democratization: according which each member 
the community urged exercise equal power decision- 
making about all the community’s affairs, therapeutic and 
administrative. This considered valuable encouraging 
individuals take real responsibilities aimed enhancing 
their sense self-esteem. underlying element this theme 
the idea that everyone can contribute the therapeutic 
enterprise, and that the contributions may similar kinds, 
and that the effective ones may come from any quarter. Thus, 
there tends blurring role differences, with legitima- 
tion given all types staff and patients make inter- 
pretations, give advice, help practical ways, e.g., with 
nursing care, serving exemplars, and on. 


Communalism: according which sharing, informality, 
and the “freeing communications” are prescribed. The 
total knowledge ideal considered desirable from several 
viewpoints; supplements the other sharing informality 
elements giving patients feeling being included, 
“belonging” the system, rather than being marginal, 
many had been prior treatment. Furthermore, assures the 
staff access informal materials “fed back” the total 
community that decisions and judgments can made 
the basis the consensus large group possible. 


Critique 
Our study the Unit indicated several important points 


about the functioning the system with reference these 
ideological themes: 


Parker, “Role Theory and the Treatment Anti-Social Act- 
ing-Out Disorders,” British Journal Delinquency, (4), (1957). 
Also Robert Rapoport and Eileen Skellern, “Therapeutic Functions 
Administrative Disturbance.” 


The explicit aspects the themes clearly derive from 
reactions away from undesired elements the old custodial 
mental hospital system. However, they tend stated 
communications,” “everyone has equal say,” “share 
they seem imply positive value for polar 
opposite state the negatively valued conditions blocked 
communications, rigid hierarchies, segregation, and the like. 
But polar opposite states the ones the old system that 
the staff seek abolish, are impossible realization. 


Each slogan used the Unit constitutes explicit 
expression least one the themes. However, the Unit 
staff have important implicit qualifications, discovered through 
understand the themes they actually, rather than ideally, 
function the Thus, while the staff urge the “freeing 
communications,” observations indicate that they fact 
favor verbal over non-verbal communications (though the 
latter may tolerated and even encouraged certain stages 
treatment and under certain conditions) communications 
groups are favored over communications between indi- 
viduals private; communications groups containing 
members, least patients, are favored over 
communications clandestine, hostile, unsupervised 
groups; furthermore, communications are seen involve 
receptivity others’ communications, and judgments about 
the appropriateness one’s own particular group contexts. 


Actual limiting factors, aside from implicit and explicit 
qualifications that curtail realization each idealized condi- 
tion include such things crosscutting directives from other 
ideals (e.g., being permissive given situation being 
the same time unrealistic) crosscutting medical prescrip- 
tions (e.g., being realistic given situation terms 
the norms for behavior outside the hospital would detri- 
mental the person’s health any given pressures 
from the external relations the Unit (e.g., the hospital 
superintendent insisted that certain action taken with re- 
gard troublesome patient, regardless group consensus 
within the Unit, the troublesome patient would have 
patients; the overall state organization the system 
whole, and on. These factors fluctuate saliency, and 
they function with variable force any given situation 
determine the course events.® 


From the therapeutic point view there diversity 
response the treatment method. Some patients seem 
get better, some get worse. seems clear that differences 
personality illness type are not the exclusive determinants 
these differences reaction. Another major determinant 
the variability the overall functioning the Unit. Still 
another would seem stem from the characteristics the 


Jones and Robert Rapoport, “The Absorption New Doctors 
into Therapeutic Community” Greenblatt, Levinson, and 
Williams (eds.), The Mental Hospital and Patient Care, The 
Free Press, Glencoe, 1957. 


Rapoport, of. cit. Also, Robert Rapoport and Rhona Rapoport, 
“Democratization and Authority Therapeutic Community,” Be- 
havioral Science, (2), (1957). Robert Rapoport and Rhona Rapo- 
port, and Treatment Therapeutic Community,” 
Psychiatry (in press). Parker, “Disorganization Psychiatric 
Ward: The Natural History Crisis,” Psychiatry (in press). 
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family and other significant relationships the patient ex- 
ternal the Given this situation, the issue seems 
revolve around the question how individualize treatment 
meet the therapeutic requirements each case, while 
the same time maintaining many possible the advan- 
tages the communal-permissive-democratic regime. 


Discussion 


Several points can abstracted for discussion relevant 
both the construction therapeutic communities and 
theory the field structure-culture-personality study. 


its most general form the question can put 
whether the treatment method should standardized for all 
patients once admitted the Unit differentiated according 
particular patients’ needs: The Unit’s assumption that 
one social structure and one ideology can produce uniform 
treatment results while differentiation treatment method 
individual patient may lead harmful effects con- 
travening the principles equalitarianism and communalism. 

This view seems based the assumption that neither the 
custodial way forming institutional communities nor the 
private psychotherapeutic method the other extreme 
optimally effective for providing re-socialization experiences 
for large numbers psychiatric patients, the former being too 
suppressive and remote from ordinary life, the latter requiring 
too specialized type patient. However, their assumption 
that new form institutional experience will suitable for 
variety types patients seems have new problem 
areas. Even careful screening intake for the single diag- 
nostic category “personality does not adequately 
assure uniformity even direction response. one assumes 
that uniformity response the direction mental well- 
being desirable, would seem that more attention should 
given how treatment experiences can individualized 
within the context therapeutic community. 

The points that follow exemplify some more specific features 
Unit structure culture that might discussed terms 
making further progress this direction. 


The question the degree structural role differentia- 
tion that therapeutic: The Unit’s view that formal bases 
for role differentiation should blurred much possible, 
that individual differences can determine participation 
patterns. This view seems based the assumption that 
role differentiation necessarily accompanied rigidity 
the system and that promotes impersonalization relation- 
ships and routinization participation. These characteristics 
are seen the Unit anti-therapeutic aspects the con- 
ventional mental hospital system. 

psychiatry that clarity role differentiation essential 
any organization for maximizing efficient use resources and 
for promoting patients’ orientation the treatment situation. 

Blurring does not necessarily entail flexibility, and clarity 
does not necessarily entail rigidity; would thus seem that 
future developments might profitably concentrate social 
role definitions that allow flexible interchanges function 


Rhona Rapoport and Irving Rosow, “An Approach Family 
Relationships and Role Performance,” Human Relations, (3), 


(1957). 


without sacrificing clarity role definition and the 
boundaries and limits within which the system 

Thus, impersonal experiences are regarded detrimental 
for patients, the structure may provide for personal experiences 
while clearly defining the types and limits relationship 
possibilities. The probability that different patients will need 
different types relationships different periods their 
treatment only further underlines the need for clarifying 
rather than evading the question role definition, but within 
framework broad limits and flexible functions. 


The question the location and distribution 
authority and responsibility: The Unit’s view that status 
hierarchies should leveled and authority and responsibility 
distributed equally among staff and patients. Their assumption 
that hierarchical organization stimulates negative reaction 
from patients and restricts spontaneity their self-expression 
and interpersonal communications. 

contrasting view that authority 
should located the hands those who are most highly 
skilled and trained the appropriate fields. Aside from the 
skill factor, the point made that the clear and explicit 
location authority essential for treating psychiatric 
patients. According this view, ambiguities, arbitrary shifts, 
denial and abdication authority those who formally hold 
may themselves harmful patients. 

The Unit’s view seems have derived from situation 
the conventional mental hospital system where those 
authority used their power rather arbitrary and coercive 
way and where skills for dealing with dynamic intra- and 
inter-personal situations were not well developed the 
professional status groups. However, the exercise authority 
and acceptance responsibility for authoritative action need 
not confused with nor can assumed 
that “democratization” can ipso facto deal effectively with 
problems administering hospital and treating complex 
psychopathological states. While mental hospital systems 
which only few top echelon people have anything with 
decision-making seem characterized poor personnel 
relationships and patient responses, does not follow that 
the total dispersal authoritative functions will yield high 
staff morale and patient improvement. would seem that the 
location authority and responsibility should clear, though 
the participation opinion formation and decision-making 
may broadened include the patients and those personnel 
closely associated with them. 


The question organizing treatment ideologies into 
constant versus varying hierarchy values: The Unit’s 
view that its ideological tenets are valuable general 
way for the organization psychiatric institution, without 
any necessity for predetermining any kind hierarchy among 
them. The principles are applied any given situation 
according the consensus the participating group. This 
view seems based the assumption that arranging 
set principles regulations predetermined hierarchical| 
way characteristic bureaucratic and suppressive 
systems and infringes the tenets permissiveness and 
spontaneity. 

Study indicates that the lack clear set principles 
for determining which treatment value shall have ascendancy 
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over others points intersection leads 
dilemmas. These dilemmas tend resolved according 
variety kinds expedients individuals meeting them. 
seems clear that some points one treatment value (e.g., 
more therapeutic for than an- 
other similarly endorsed treatment value (e.g., “reality con- 
while another time for another patient 
the reverse ranking the two values might appropriate. 
The problem one how resolve dilemmas systematic 
and therapeutically responsible way. would seem that future 
developments the study and formulation 
ideologies should concentrate the principles for articulating 
the values well the actual definition the values 
themselves. 

The question whether Unit this kind should 


autonomous and removed from close interaction with larger 


institution kept part larger conventional hospital: 
The Unit’s view that being attached larger hospital 
serves several valuable functions. keeps the Unit within 
the context ordinary medical practice against the poten- 
tial drift toward deviancy and attendant marginality that 
autonomy might bring, given the Unit’s peculiar principles 
organization. Furthermore, the Unit’s position semi- 
autonomy within the larger structure assures that much 
the routine administration (feeding, buildings maintenance, 
finance) will taken care bureaucratic system 
external the Unit itself, keeping these functions and their 
attendant type interpersonal orientation largely out the 
treatment situation. Authoritative acts necessary for admin- 
istering any institution can, this context, assigned 
external source, allowing the Unit staff come closer 
behaving consistently with their ideology equalitarian 
From the hospital’s point view the Unit 
provides place which troublesome patients may re- 
ferred, and the extent that its unconventionality consid- 
ered “progressive” the hospital accrues certain amount 
prestige from the association. 

the other hand, seems clear that the Unit’s position 
has some features that may function disadvantageously both 
terms its own therapeutic goals and terms the 
hospital’s interests. The displacement the locus authori- 
tative activity onto external source power, with the 
attendant connotations fear and disapproval such exercise 
power may tend promote attitudes that are antithetical 
therapeutic goals. recognized the Unit staff that 
rehabilitation fostered coming take more positive 
attitude the larger authority system and adopt within 
oneself the capacity accept appropriate sense authority 
and responsibility. 

Given the lack fit between the Unit’s ideology 


10. Social anthropologists have themselves made greater strides to- 
ward conceptualizing cultural elements terms themes kin- 
dred concepts than they have conceptualizing forms themal 
articulation. Benedict’s “total culture pattern” offers rudimentary 


Conceptual basis for ranking patterns within culture, does the 
idea “core culture” set forth by, for example, Julian Stew- 
ard. Florence Kluckhohn’s “dominant and variant” patterns within 
the culture’s profile value orientations also may seen 
attempt deal with this problem. This seems field great 
theoretical well practical importance for attention the near 
future. 
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democratization and its formal relationships with the larger 
organization with its hierarchies, formalized codes ethics 
and responsibility, etc., inevitable that strains will develop 
which each periodically sees the other working cross- 
purposes its own goals. 

When such situation exists, the populations being served 
are retain positive orientations the entire field organi- 
zational forces, rather than functioning opposition, 
would seem that the subsystem must either come more into 
congruence with its host’s pattern, assume detached 
autonomous position, with all the readjustments this would 
entail. order for subsystem function within larger 
system despite differences organizational principles, the 
services provided one another must outbalance the incon- 
venience other dysfunctions entailed this form or- 
ganization. Any therapeutic community must consider the 
functions and dysfunctions operating subsystem within 
larger institution autonomous institution its own 
the kinds terms described above, and the solution will 
vary according the component elements each situation. 


The question the degree which therapeutic 
community should microcosm the larger society: The 
Unit’s view that the hospital community should provide 
round experiences and relationships for the 
patient—a miniature his outside type life—both for 
purposes diagnosing his recurring difficulties and for work- 
ing out new, rehabilitative patterns. This view was based 
the feeling that the artificial and suppressive existence 
custodial mental hospitals led the capacity live only 
sheltered institutions. 

the other hand, clear that hospitals cannot repro- 
duce identical patterns relationships—e.g., family life— 
and, furthermore, study reinforces the views that too 
“realistic” confrontation some patients with others’ per- 
ceptions their behavior only exacerbates the difficulties 
initially stimulated society large. Patients, casualties 
the social processes the world outside the hospital, may 
need different conditions which recover nurture their 
capacity live psychic health. the other hand, where 
the goals the treatment institution are restore rather 
than simply care for society’s psychiatric casualties, con- 
tinuities between the world the hospital and the world 
outside seem called for. 

future developments therapeutic communities, 
would seem that the apparently incompatible criteria 
“realism” (i.e., resemblance the external way life) and 
special milieu requirements for therapy can reconciled 
giving careful attention gradations social experience. 
According this view, patients need not assigned 
particular type level social milieu according their date 
entry; nor according their illness type—but according 
the progress they make toward the capacity function 
within framework outside-life activities. 

The stages set treat the individuals’ illnesses need 
diversified according illness type; the stages set 
provide graded pathways discharge into ordinary life 
need differentiated according the varieties treatment 
goals and subcultures into which the patients are expected 
emerge from the hospital. 
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Changes the Administration Psychotherapy 


During Collective Upset 


Seymour Parker* 


Studies the therapeutic implications the social environ- 
ment the mental hospital indicate that fruitful view 
the behavior patients function the entire social 
context which embedded. deeper insight into both 
individual and social problems can often obtained the 
interpersonal and group organizational dimensions are con- 
sidered along with the intrapsychic 
Given this point view, important view the behavior 
staff members, toward one another and relation 
patients, the same context. the classical psychotherapeutic 
(two-person) situation this problem has been dealt with 
focusing counter-transference phenomena. Although such 
phenomena exist all therapeutic situations, they not 
provide with adequate frame reference with which 
examine staff-patient interaction the complex role system 
and administrative organization the mental hospital. Robert 
Cohen, discussing the relation between staff tensions 
and the psychotherapeutic process, suggests that social 
situation may affect psychotherapeutic operations when patient 
and therapist are part the same group. this circumstance, 
problems which the usual office situation would con- 
tained within the patient-therapist relationship may now find 
expression the patient-staff, staff-staff, and the therapist- 
staff relationships.”(2) This conclusion also supported 
the findings Stanton and Schwartz their study the 
mental hospital.(7) Changes were noted symptom behavior 
patients result disagreement between two staff 
members about how particular case should handled. These 
studies indicate the mutual interaction patient and staff 
behavior, and point the potential value viewing the 
behavior both mode participation the existing 
social processes within the institution. 


*Seymour Parker, Ph.D., Cultural Anthropologist, Dept. 
Psychiatry, Jefferson Medical College Philadelphia. 

The research which this paper based was made possible 
grant from the Foundation. was carried out the 
Belmont Hospital Social Rehabilitation Unit (England) under the 
direction Dr. Maxwell Jones. Thanks are due Dr. Robert 
Rapoport for his critical reading and comments. This paper was 
presented the Annual Meeting the Society for Applied Anthro- 
pology, April, 1958, Syracuse, New York. 


The investigation the patterns mutual interaction 
staff and patient behavior becomes particularly pertinent 
institutions attempting utilize the social environment 
the hospital therapeutic agent.(3, 4,8) such treatment 
setting both patients and staff members are active joint 
decision-making matters concerning therapy, social prob- 
lems among patients, and hospital administration. Thus, the 
doctor-patient relationship not confined the structured 
private office situation, but pervades many areas social life 
within the institution. Furthermore, the relationship 
longer confined activities defined psychotherapy the 
term commonly used. the ap- 
proach little distinction made between treatment and 
administration. Most activities are considered have thera- 
peutic relevance. this type treatment setting, not only 
patients, but also other staff members (at various levels) 
interact with the therapist wide variety situations. 
The broad and relatively unstructured involvement the 
therapist with other staff personnel and patients raises 
number interesting questions. what extent can the 
therapist maintain permissive role (vis vis the patient) 
when involved group administrative decisions and 
responsibilities? conflict engendered the fact that the 
participants these decisions have different role responsibil- 
ities within the institution and relation the society 
outside? How are the transference and countertransference 
relationships affected this joint social involvement the 
patient and 

most mental institutions individual attempts are made 
confine the contagion potential strains any part the 
social organization the mechanisms unilateral decision- 
making according formal role definition and hierarchical 
chain command. the therapeutic community conscious 
attempt made flatten the authority hierarchy and re- 
duce the specificity role definitions applied the decision- 
making process. These innovations flow from the rationale 
underlying the milieu therapy approach.(4,5) Although this 
calculated yield therapeutic benefits, there are indications 
that this type social arrangement has “recurring tendency 
for social disorganization and intrapersonal and interpersonal 
tensions generated the system. These recurring ten- 
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dencies and their resolutions set pattern oscillations 
social organization.” (9) Insofar this observation valid, 
behooves study concrete instance disorganization 
such therapeutic setting, order understand more 
about the mutual influence the various the system 
and the therapeutic relevance some the adjustive 
mechanisms called into play cope with the disturbed 
situation. 

this paper shall try show how the behavior the 
staff the Belmont Hospital Social Rehabilitation Unit 
(England) changed during period social disorganization 
the institution.(4) Some these changes consisted 
alterations the relationship among staff members themselves, 
which affected therapy indirectly. Other changes were more 
direct, comprising actual decisions policy and practice with 
reference treatment. the study progressed, became 
clear that the nature the staff’s behavior could under- 
stood best when viewed part the ongoing social 
processes the Social Rehabilitation Unit. 


The Community 


previous paper(6) discussed the development 
the collective disturbance the Social Rehabilitation Unit 
and detailed some the changes that took place both 
social organization and symptom formation the 
patients. Before discussing the reactions the staff members 
would well describe briefly the hospital and men- 
tion something about the background the crisis situation. 
The Belmont Hospital Social Rehabilitation Unit functions 
therapeutic community for the treatment patients 
diagnosed psychopathic personalities and related character 
disorders. Psychotics and mental defectives are not admitted 
for treatment. Admission the hospital voluntary 
basis and patients are free leave whenever they desire. 
The Rehabilitation Unit operates sec- 
tion larger neuroses treatment center, which 
administratively attached. mentioned previously, the pre- 
vailing social climate the Rehabilitation Unit character- 
ized flattening the authority hierarchy and participa- 
tion community members (both staff and patients) many 
administrative and therapeutic decisions. far possible, 
permissive atmosphere maintained, spite the tendency 
toward anti-social acting-out the part the patients. 


The Crisis 


Just previous the onset the collective disturbance 
referred to, strong external pressures were brought bear 
the staff. These pressures consisted mainly objections the 
permissive methods treating anti-social behavior open 
hospital. Although these feelings about the Unit’s treatment 
methods were always latent, they erupted this time because 
some anti-social behavior the part few patients. 
was alleged some the external critics that patients 
this type might too disturbing the local community. 
Questions were raised about the possibility moving the 
Rehabilitation Unit “out into the country.” Members the 
were experiencing considerable job insecurity and some 
were worried about the possibility having move away 
from their homes another area. 


the height this critical period few patients had 
discharged for extreme anti-social behavior. Two these 
individuals occupied positions leadership their wards. 
During the next two months hostile attitudes toward the 
mounted, vivlations hospital rules became more frequent, 
communications between the patients and the staff decreased 
markedly, and early self-discharges became more frequent. 
the problem social control and discipline the Rehabilita- 
tion Unit increased, the strains the relationship between 
the staff and outside authorities became more acute. 

This was, briefly, the picture the situation that confront- 
the staff personnel the Unit during the period with which 
are concerned. the course their attempts work 
through the problems associated with the disturbance better 
therapeutic advantage, various solutions were attempted. 
These attempts, turn, had further effects the patients and 
intra-staff relationships. the remainder this paper 
shall list and discuss some the major staff reactions the 
institutional crisis.! 


The Administration Discharges 


this general area there were two major changes that 
emerged during the period crisis. immediate reaction 
pressure from outside authorities and increased acting-out 
among the patients, staff members seemed more likely than 
previously promptly discharge patients who acted-out 
way that might further endanger the Unit’s relations with 
outside authorities. Thus, patients who destroyed property 
outside the hospital misbehaved the nearby town were 
either discharged immediately told that they would have 
leave their offenses were repeated. The number dis- 
ciplinary discharges rose during this period, and the manner 
which they were effected changed considerably. Ideally, 
when patient the Unit acts-out, this behavior discussed 
the next community meeting his doctor’s group. The 
incident considered part his illness and attempt 
made deal with permissive and therapeutic fashion. 
his doctor felt that should discharged, was usually 
discussed with other patients, and their opinions were carefully 
weighed. During the crisis period, the tolerance 
threshold seemed lowered, and they tended discharge 
patients summarily their behavior constituted serious 
disciplinary problem. was the utmost importance, while 
external pressures were impinging the Unit, that such 
problems dealt with speedily and effectively. most the 
discharges this type, the decision was made with but little 
discussion and consideration patient opinion. Patients 
tended, their part, increasingly prone view staff- 
initiated discharges punitive and authoritarian. Thus began 
widening circle more hostility, anxiety, and acting-out 
the patients, mounting anxiety and summary discharges 
the staff, and on. 

Staff members began feel that the hostility being ex- 
pressed patients had passed the tolerance level the 
community and ecoming therapeutically harmful. 


was 


During the crisis period attended almost all the staff meet- 
ings and most the community meetings the Rehabilitation Unit. 
also participated regularly the daily group therapy session and 
the weekly ward meetings. Individual interviews were carried out 
with most the members the permanent staff. 
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Pathological symptoms and social problems were increasing, 
and larger than usual number newly arrived patients 
were leaving the Unit after short stay. Some the doctors 
attempted compensate for this altering their discharge 
policies. This attempt consisted going extreme 
some cases and holding patients whom they ordinarily 
would have discharged being unsuitable for further treat- 
ment. They were reluctant discharge these individuals for 
fear arousing additional antagonism and damaging further 
the relationship with their patients. 

staff meeting one the doctors spoke about his 
patient who had become “destructively anti-staff and 
had been out drinking regularly and caused considerable 
disturbances the ward.” felt that this had happened 
few months previously would have discussed with the 
group and asked him leave the Unit. said, 
“because the mass paranoia that exists among the patients 
don’t dare discharge him now.” 

The following week, another staff meeting, senior staff 
psychiatrist made the following statement: impressed 
the moment with how the staff tending hold patients 
that all feel cannot helped here. think makes all 
treatment more dificult when become soft-hearted and 
try hold patients—it good thing for the Unit 
prune once while.” went say that felt they 
should start pruning now. Most the permanent members 
the staff disagreed with this very strongly. 
They agreed that “pruning” was occasionally desirable 
general policy but would extremely unwise time when 
the staff were viewed punitive disciplinarians. One the 
doctors spoke about the dilemma that this problem presented 
him. Since the time that one his patients was discharged 
summarily, his group therapy sessions were not progressing 
satisfactorily. the one hand, felt that discharged 
certain patients his group (who felt could make 
further progress) and get “some new blood,” the groups might 
improve. However, he, too, was reluctant this for fear 
strengthening the existing anti-staff stereotype. 


Administration the Admission Policy 


During the first part the collective disturbance the main 
pressure the admission policy stemmed from events outside 
the Unit. The mounting outside criticism concerning the 
“lack discipline” among the patients had decided effect 
the type patients who were admitted the Unit. After 
discussing the current situation, the staff decided that, for the 
time being least, patients who had histories exceptionally 
severe aggressive anti-social behavior should not admitted. 
was felt that taking such potential would 
equivalent “asking for trouble.” Thus there was change 
the admission policy involving raising the Unit’s 
hitherto low barriers against accepting such cases open 
hospital. This was done quite conscious and overt basis. 
should noted that the treatment ideology and methods 
were specifically geared treating just this kind patient, 
who now was not admitted. 

Selecting for non-violent types patient was not imme- 
diately successful way reducing disruptive behavior. 
Disorganization mounted response forces internal the 
Unit and anti-social behavior increased. This had the effect 


reinforcing the changed admission policy. staff meet- 
ing, where decisions were being made about the suitability 
applicants for admission, one the senior members 
expressed the view that did not want risk taking 
patients who might trouble.” Furthermore, was 
anxious that the doctors discharge patients who were trouble- 
makers. This pressure was resented some the other staff 
psychiatrists. They complained that the democratic process 
which admission decisions had been made the past was 
being by-passed. addition, they felt rather discouraged and 
unhappy having forego treating patients who, they felt, 
were uniquely helped community treatment methods. 
During staff meeting toward the end January, dis- 
cussion took place about the case former patient, with 
strong anti-social tendencies, who was applying for readmis- 
sion. Accompanying the application for admission was 
request from one the social welfare agencies that this boy 
given another chance have treatment. When was 
discharged few weeks previously his doctor told him that 
would consider readmitting him when (the patient) 
felt able accept treatment. The doctor thought that this 
patient could, properly motivated, benefit considerably from 
treatment the Unit under ordinary circumstances. The 
Director the Unit said that would have objection 
the patient were readmitted. However, the patient’s own doc- 
tor now refused have him back and made statement that 
reflected the sentiments good part the staff. said 
that, given the existing pressures from the outside, plus the 
anxieties the staff, the usual Unit conditions which 
considered favorable for treating the aggressive psychopathic 
type patient did not exist. Furthermore, felt that 
would psychologically dangerous subject this boy the 
possibility being discharged again. Considering this risk, 
decided against accepting him for treatment this time. 


Individualization the Treatment Methods 


Before describing the changes that took place this area 
let first briefly discuss treatment the Unit ordinarily 
occurs. Although the individual patient assigned, technically, 
one doctor who has formal responsibility for him, the doctor 
may may not the most important person the patient’s 
treatment. Whether not the most important treatment 
influence, has formal responsibility for treatment, and 
discharging this responsibility according Unit ideals, 
shares treatment functions with other staff members and 
patients the community. Other staff members (i.e., Social 
Psychiatrists, Social Workers, Sisters, Workshop 


The position Social Therapist has exact parallel other 
mental institutions. For the most part, the Social Therapists are 
girls between the ages twenty and thirty years, often with train- 
ing the social sciences. They are chosen for their personal qualities 
and work the Unit for six months year. The majority have 
medical background and usually have little than lay knowl- 
edge psychiatry. They participate with patie: the various 
activities the day, and also perform some relatively simple nurs- 
ing duties. Their lack training and detachment from 
the orthodox nursing hierarchy was thought enable them relate 
more spontaneously both patients and senior staff members. These 
relatively untrained girls are, however, guided the more senior 
staff members through daily tutorial system. The Social Therapists 
constitute important liaison between the permanent staff and the 
patients. 
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Instructors, etc.) interact with and the patient 
situations where the officially responsible doctor not present. 
They take active part group therapy sessions, ward 
meetings, community meetings, and staff meetings. this 
way the patient’s social behavior many situations made 
known widespread sector the community members, 
who then contribute the common fund knowledge 
essential for treatment. Relatively free communication and 
collective participation treatment are central the Unit’s 
psychotherapeutic methods and usually prevail practice, 
well theory. 

During the crisis period there occurred considerable 
constriction this collective responsibility, and doctors were 
reluctant the treatment their colleagues’ 
patients. addition, other permanent staff members and the 
Social Therapists sometimes felt not take 
active role treatment. This phenomenon was undoubtedly 
related the anxieties and friction the staff that began 
mount during this period. one (relatively silent) staff 
meeting the third week January, the Unit’s Social 
Worker suddenly said that she was reluctant bring 
problems concerning some the patients because she feared 
that her remarks would interpreted other staff members 
being overly critical and punitive. One senior doctor agreed 
that this was prevalent feeling among staff members and 
that too was “afraid open mouth about patients 
other than own because would get jumped on.” The 
Social Worker went draw parallel between what was 
happening the staff and the patients. both groups, 
she said, person’s behavior was discussed, would 
regarded punitive and arouse feelings anxiety and anger. 
She felt that “everyone hypercritical each other.” 
Some doctors complained during this period that intra-staff 
communications were very poor. Previously they had some 
knowledge patients other than their own—now 
knowledge was minimal. 

The staff meetings were punctuated with long periods 
silence and there was little exchange information about 
patients. the doctors had noticeably withdrawn from 
active participation these meetings and one them, when 
questioned about it, said that felt the staff meetings were 
useless and should eliminated. spite the fact that 
had strong feelings about the matter, was reluctant 
discuss the point further. Although this suggestion was not 
followed, many people held similar sentiments. sense, 
more individual therapy began carried out the com- 
munity setting. Each doctor addressed himself, within the 
large meetings, the problems presented his own patients, 
with but little discussion other staff members. 


Attempts Create New Channels Communication 


the discussion above pointed out that communication 
between members the staff was minimal during the period 
under consideration. The staff meetings were attended, but 
not utilized efficiently for exchanging significant information. 
Doctors, who were not present family group 
workshop meeting had little opportunity here learn about 


group therapy sessions which close relatives some 
the patients were invited. 


important aspects their patients’ behavior. was also evi- 
dent that communication between the patients and the staff 
was drastically reduced. Thus situation arose where most 
the ordinary channels communication between the 
patients the staff, and among members each group, 
were either closed seriously impaired. Related this 
phenomenon was the growing feeling dissatisfaction all 
concerned with the effectiveness the Unit’s treatment under 
these circumstances. The inability utilize the old channels 
communication, plus the realization that treatment was 
being hindered this, gave rise staff pressures seek new 
ways communicating. The following are few the 
changes brought about during the crisis, that affected the 
patterns communication: 


Two the four doctors the Unit began see their 
patients more often private interviews. Although private 
interviews were always part treatment the Unit, most 
the doctors felt that the setting the therapeutic com- 
munity they should kept minimum. The tendency had 
been discourage patients from seeking individual attention. 
Private interviews were, the whole, seen fostering 
dependency relationships and reducing communications with 
the other patients and staff members the community. this 
time, however, the doctors concerned felt that the group 
situation was fraught with many tensions and anxieties 
that patients might communicate better private. 


the beginning January only one the four 
psychiatrists participated with the patients their workshop 
activities. During the crisis period two additional doctors 
joined work group and participated the regular work 
duties and meetings that group. One the doctors joined 
the “home” group where she helped clean and tidy the 
wards. The other joined the painting group. Both felt that 
doing this they “could get closer the patients” and speak 
them “less tense During the same period 
two other Unit professional staff members also joined 
workshop. 


Toward the end January the long silences the Staff 
meetings became increasingly anxiety-laden. Some the 
members the senior became openly critical the Social 
Therapists for not speaking more these meetings and not 
passing information about the patients. The pressures 
the Social Therapists communicate mounted such point 
that some the girls became upset and special meetings were 
held find out “why the therapists did not communicate 
more.” The Social Therapists, having more informal inter- 
action with the patients than any other members the staff, 
were key position the communication system. Actually, 
the efforts increase their communication were fairly success- 
ful. They began talk more the various staff meetings and 
requested additional formal psychiatric instruction from the 
staff. 

the crisis heightened, more staff members became 
actively dissatisfied with the amount information they were 
getting about the patients, and with the understanding that 
they had the dynamics the cases. general there was 
more abstract discussion staff meetings about the nature 


the treatment processes therapeutic community and the 
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ways which differed from individual psychotherapy. 
Some the senior doctors felt that the staff should make 
determined efforts understand more 
dynamics and theoretical implications the community ex- 
perience for each case. When spontaneous discussions this 
order were not forthcoming the staff meetings, attempts 
were made assign specific research topics some the 
junior psychiatrists. While the orientation the leadership 
the Social Rehabilitation Unit generally places high value 
analytical self-examination, discussions, and research, there 
were special pressures pushing this direction during the 
crisis period. 

Though the Unit developed within larger psychiatric 
hospital, its differences treatment methods and interests 
have contributed considerable feeling separateness from 
the remainder the hospital. The reduction the interaction 
between Unit and hospital staff had the positive function 
bringing about feeling distinctiveness and cohesiveness 
within the Unit. However, during the period crisis there 
were spontaneous attempts the Unit’s staff reverse this 
trend and interact more frequently with the hospital staff per- 
sonnel. this period anxiety the staff manifested more con- 
cern about their relationships with professional colleagues 
outside the Unit. Special efforts were made some the 
Unit’s staff attend Hospital Case Conferences and par- 
ticipate more frequently formal teas and lunches with other 
hospital staff members. 


The Use Latent Staff Authority 


mentioned above, the staff felt that was not always 
possible during this period approximate practice their 
ideals permissiveness and democracy. times, because 
the seriousness the internal organizational problems, com- 
bined with external pressures, they had act way that 
was variance with their stated ideology. This was noticed 
the way some the discharges were handled. From the 
vantage point the staff, this change procedure was 
temporarily necessitated the administrative situation. 
the eyes the patients, however, these acts were seen 
expressing the “hypocrisy” the staff and were viewed 
punitive. 

the crisis situation heightened, the amount time 
devoted the staff the discussion internal disciplinary 
problems (at the community meetings and ward meetings) 
increased. More and more these discussions centered around 
the uncooperative and disruptive behavior patients. There 
were number statements made the staff the effect 
that individuals who persistently acted-out would have 
leave. few occasions the patients were told that their 
behavior was contributing the external difficulties the 
Unit. 

The behavior the staff during the crisis was discussed 
sub-groups staff and patients, and considerable differences 
the perceptions its motivation and therapeutic desirability 
were noted. There was tendency for patients regard the 
staff punitive and vindictive. Among the staff members 
themselves, there were sharp differences opinion. Some staff 
members felt that view the seriousness the criticism 
from outside sources and the amount current acting-out, 


was necessary (both administratively 
exert authoritative pressure the patients that they 
would forced face squarely the situation.” 
Others were equally convinced that view the degree 
anxiety being exhibited the patients, was necessary 
the reality situation. Those staff members holding 
the latter opinion maintained that the others were being 
over-anxious the situation and were responding their 
own “puritanical and authoritarian the other 
hand, those advocating the desirability having the patients 
share the reality problems felt that the others were not carry- 
ing their share the responsibilities and not sufficiently con- 
cerned with the fate the Unit. Some staff members com- 
plained that they could not give effective treatment long 
they were viewed the patients authority” figures, 
These differences led situation where some 
psychiatrists reduced their active participation group meet- 
ings, while others became more active and authoritative 
enforcing discipline the community. 


Conclusions 


Some the observations this paper point quite definitely 
the fact that staff behavior during the crisis was functionally 
related the total situation which therapy was being 
administered. Various institutional practices and treatment 
policies were altered, not only response theory 
treatment, but means dealing effectively with the 
current administrative pressures. matter fact, some 
the criteria what practices constituted, did not constitute, 
good therapy were reinterpreted this time. some cases 
individuals who could longer benefit from treatment were 
kept order avoid accusations “authoritarianism.” 
Other patients, the type usually treated advantage the 
Unit were not accepted for treatment. There were differences 
opinion concerning the timing and the degree which the 
patients should confronted with the picture” and 
what point latent staff authority should invoked. 

Attempts establish new channels communication arose 
response the impairment the existing channels. This 
problem affected communications not only 
patients and the staff, but also among staff members them- 
selves. The increase treatment the private office situation 
cut down joint participation staff members treatment 
problems. This trend was, some extent, counterbalanced 
attempts the part staff members intensify their dis- 
cussions abstract problems milieu therapy. The reduction 
communication between patients and staff and the failure 
communication the existing groups gave rise the 
decision some psychiatrists work with patients the 
workshops. This certainly influenced both the amount and 
the nature communication the doctor-patient relation- 
ship. Whatever the ultimate therapeutic untherapeutic 
effects these changes, the point noted that the 
changes opinion and practices that arose among staff mem- 
bers impinged the patients and influenced their treatment. 
‘The way the latter perceived events affected them both the 
group organizational and individual levels functioning. (6) 

Some the observations presented here have implications 
for the use permissiveness such therapeutic milieu. 
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permissive environment created that the patient will 
encouraged participate actively the institutional setting. 
Among other things, this has the effect reducing the usual 
strong feelings dependency the staff. the other hand, 
the emphasis permissiveness can boomerang and become 
therapeutically detrimental the therapist finds necessary 
times (for either medical administrative considerations 
depart from his usual and expected level permissiveness. 
then perceived the patient hypocrite and 
authoritarian who “finally showing his true Thus 
one the strengths this type treatment approach be- 
comes, times crisis, weakness. Very much the same 
applies the practice joint democratic decision-making. 
Perhaps this difficulty could avoided somewhat the staff 
made special efforts temper the concepts “equality” and 
with the idea that the distribution 
authority must determined the differential allocation 
skills and responsibilities within the system. 

regard the question transference and counter- 
transference problems, there little doubt that the difficulties 
understanding and evaluating these phenomena are com- 
pounded the fact that the patient and therapist interact 
such wide variety situations. This also makes the therapist 
convenient target for the hostility that may arise from the 
patient’s current interaction within the hospital. the 
positive side the ledger, however, the fact that this kind 
broad involvement the patient and therapist allows the 
latter observe firsthand the patient’s interaction with 
different types people variety situations. The question 
the relative advantages disadvantages this type 
nteraction cannot answered with any degree certainty. 

Institutions like the Social Rehabilitation Unit, that work 
actively with milieu therapy, have brought into sharp focus 
the areas convergence between administration and therapy. 
Likewise, this kind treatment approach has more 
the mental hospital social system which both 
members and patients participate. are now the 


point exploring further some the therapeutic implications 
and possibilities this social participation. 
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Epidemiology and Anthropology: 


Some Suggested Affinities Theory and Method 


Andrew Fleck, M.D. and Francis 


One the most promising partnerships recent scientific 
history the growing liaison between social science and 
medicine. Today, anthropologists and other behavioral scien- 
tists are working with physicians, psychiatrists, health workers, 
and medical scientists variety tasks. Most these 
social scientists working the health field have been involved 
action programs various sorts. Inter-disciplinary projects 
designed for health improvement, attitude change, and even 
psychotherapy have been much more common than any basic 
socio-medical research and result the applied nature 
such studies, there has been little real communication between 
theorists these fields. Another reason for this lack inter- 
communication has been the characteristic role the social 
anthropologist the health field. Since the eventual goal 
all health research action program improve 
the health and welfare the patient, the various practitioners 
health are the ones who become the actual implementers. 
Consequently, the anthropologist usually assigned the 
role consultant. 

When one employs consultant, there are certain char- 
acteristic features the relationship. First, the consultant 
brings the client certain requested information and, with 
the exception feedback information necessary his proper 
functioning, there necessary learning the consultant. 
not deplore this lack reciprocity for not really 
necessary that the social anthropologist develop compre- 
hensive knowledge the science medicine. do, however, 
suggest that the health worker usually ends with more 
overt familiarity with social science theory than the social 
scientist does medical science. second characteristic 
the role the consultant that does not usually choose 
the area research which will work. Thus, the par- 
ticular problem under investigation may very interesting 
him, and even challenge, but the final analysis its 
relevance applied medicine and not primarily social 
science. consequence, direct contributions the theory 
and methods social science not characteristically emerge 
from such applied research. 

Now, accepting the applied nature socio-medical research 
and the consultative role the social scientist, venture 
ask “within what theoretical framework should the social 
anthropologist operate the health field.” That is, should 
take with him the theory and methods his particular 
specialty within social science should attempt synthe- 
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size with the theory and methods the field research 


has become involved? 
socio-medical research date, this question has been left 
unanswered. Our experience has been that the problem 
methodological and theoretical orientation usually solved 
“project basis and that often the social 
scientist searches among his tricks” for just the right 
methods particular job, leaving theoretical considera- 
tions aside. would less than fair, course, describe 
all social science medicine lacking any socio-medical 
theorization. Certainly such fields health psychiatry 
and public health education, where social forces are accept- 
part the etiology disease states, there has been some 
coalescence theory but such not generally the case. Yet 
combined socio-medical research continues develop, some 
inclusive theoretical orientation must emerge replace the 
present patchwork borrowed, begged, and stolen concepts. 
This particular paper describes one area which such 
orientation could develop some basic meeting ground for the 
theory and methods both anthropology and epidemiology. 
our particular thesis that there are actually many 
common features between the anthropological approach and 
the developing neo-ecological school epidemiology. 


suggest that most 


Background 


Historically, both the epidemiologist and the anthropologist 
have studied the relationship between man and his environ- 
ment. the recent past, was the anthropologist who was 
interested man socio-cultural environment, while the 
epidemiologist studied man biological environment. The 
social scientist tended ignore the impact the biological 
environment human society; the latter day epidemiologist 
tended ignore the socio-cultural environment. This attitude 
the part the epidemiologist was departure from the 
original pattern epidemiological investigation. The early 
epidemiologist gave equal attention behavioral, physical, and 
biological factors his search for causes. However, the 
emergence the theory bacterial causes human disease, 
marked time the development Koch’s postulates, 
caused the behavioral and physical factors disease produc- 
tion fade into insignificance the eyes the epidemiologist. 
This narrowing interest worked well applied public 
health programs long the epidemiologist was confronted 
with relatively simple situations involving 
populations. The utility this narrowness vision disap- 
peared when the epidemiologist was confronted with diseases 
such automobile accidents, cancer, heart diseases, obesity, 
and even chronic pulmonary tuberculosis. 
epidemiological theory, which has viewed disease 
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festation parasitism has turned once again consideration 
the socio-cultural environment the study human dis- 
ease. say “once because this neo-ecological approach 
represents return the approach the early epidemiologist. 

The science epidemiology was developed group 
pioneers who did not think themselves epidemiologists. 
fact, they never heard the word. The studies Panum 
endemial colic are all accepted epidemiologi- 
cal classics. Yet all these classical investigations were carried 
out prior the development the germ theory and used 
methodology which today would labeled social research. 

Panum, for example, had never heard virus 
modern sense when visited the Faroe Islands 1846 
study outbreak measles. His report these observations 
descriptive the environment, living conditions, and health 
the Faroese. described the topography, demography, 
climate, housing, diet, occupations, and even emotional char- 
acteristics the Islanders considerable detail. The purpose 
this very lengthy description clear: Panum felt that 
should determine the favorable and unfavorable features 
the physical and mental health the inhabitants and relate 
these the physical and behavioral environment. Using this 
method produced brilliant essay the characteristics 
the disease measles. 

Similarly, Baker, his concerning the cause 
endemial colic Devonshire” 1767 identified the clinical 
condition with which was dealing lead poisoning but 
his approach was ecological rather than purely clinical. 
studied the distribution the disease Devonshire and 
adjoining counties. found that the condition was largely 
confined Devonshire, selected people very elegant and 
careful their diet,” occurred the autumn, and was 
associated with drinking cider. Baker sought some rational 
explanation why some people drinking cider became ill and 
others did not. found the differential use lead 
the construction cider mills, and the use sugar 
lead arrest fermentation and sweeten the cider. 

Other examples are numerous. Holmes, without knowledge 
the streptococcus, demonstrated the correlation between 
certain obstetrical practices Boston 1847 and child bed 
fever. describing the cholera outbreak the Broad 
Street pump London 1854, knew nothing bacteriology 
but did discover that the workers percussion cap factory 
where water from the Broad Street pump was drunk, had 
high incidence cholera while the employees Broad 
Street brewery where beer was served lieu water were 
not similarly afflicted. Each these early epidemiologists was 
describing what the social anthropologist would characterize 
minus factors” which, avoided, could contribute 
cessation disease states the society under study. 
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With the emergence the germ theory and the tremendous 
scientific advances bacteriology, the science epidemiology 
oriented. Some aspects the 
remained, but was not until recent years 
that the neo-ecological approach emerged. Dr. Allen 
has characterized this approach and its future for public 
health concern for multiple causation rather than unique 
single causation. views the future epidemiologist 
increasingly integrative and synthetic, contrast being 
merely experimental analytic. Finally, discussing the 
need for unified multi-disciplinary approach 
health, sees exact knowledge the nature relation- 
ships between related facts man’s environment, such 
distinguishing types causes as: predisposing causes, pre- 
cipitating causes, and perpetuating causes distinct possi- 
bility. interpret this mean that true appraisal 
human illness must consider all elements the environment 
and, most important, must focus upon man, the host, rather 
than upon the parasite which invades him the disease state 
which afflicts him. The epidemiologist must and social 
anthropologist with his particular interest being nosology. 


Example 


Concomitant with the emergence the new ecological 
approach epidemiology, physicians have been doing some 
cross-cultural comparisons their data enlarge the vista 
their theoretical approach. Dr. Grantly Dick Reed, for 
example, has been investigating the childbearing process 
among native African tribal groups. Dr. Ancel Keyes has 
carried out cross-cultural research serum cholesterol levels, 
diet, and heart disease. But here again there compre- 
hensive, theoretical framework within which place the 
results such studies. They are essentially control group 
experiments with the investigator translating the particular 
phenomenon under study different cultural milieu 
order hold constant the factors his own particular 
society. feel that the socio-medical approach must 
beyond this point and must, Gregg’s terms, consider all 
possible relationships man’s total environment. This will 
explain why some people develop disease and others not. 
example, offer the following theoretical and 
methodological approach the disease tuberculosis found 
human populations. 

Almost years ago, Wade Hampton Frost pointed out 
that infection with the tubercle bacillus was prerequisite 
but not the determinant producing the human disease 
tuberculosis. also predicted that tuberculosis becomes 
focalized our population must readjust our control 
program. His approach well summarized his own words: 


The two conditions which most favor tuberculosis are 
intimate exposure and poverty. Where these two meet, 
-there where double protection needed, and implies 
more than free medical care and hospital beds. 
the prevalence tuberculosis progressively diminished, 
the control program must necessarily readjusted 


Gregg, “The Future Health Officer’s Responsibility; Past, 
Present, and Future,” Am. Pub. Health, 46, 1384-1389 (Nov., 
1956). 
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least quantitative way and think would also 
changed somewhat 


The focalization tuberculosis disease the community 
has stimulated new interest terms the characteristics 
man, the host. This departure from the usual pattern 
defining tuberculosis terms the parasite and the patho- 
logical changes man result the parasite’s invasion 
and multiplication. 

Man and the tubercle bacillus should considered 
competing species, since the tubercle bacillus parasitic 
man. This host-parasite concept has long been accepted and 
the rationale behind the present control program which has 
its primary goal the prevention human infection with the 
tubercle bacillus. achieve this goal, great time and effort 
are expended find where the parasite (case-finding and 
sputum examinations) how many tubercle bacilli there are 
counts) and when find their location, isolate 
them special hospitals, assail their citadels with the 
scalpel (segmental resections) and chemical warfare (I.N.H. 
and Streptomycin, all which may may not im- 
prove the unfortunate host, since success measured 
absence the tubercle bacillus and not improved and 
fuller life for the host. The net result that know much 
more about the parasite bacterium than about the 
host person. know more about the migration the 
tubercle bacillus than about the migration tubercular 
man. have tuberculosis control program which parasite 
rather than host oriented. 

Certain events, however, should make consider the other 
side the tuberculosis control problem. Frost suggested that 
poor men are more susceptible than rich men. Recently, the 
higher incidence tuberculosis our mentally-ill population, 
the higher male incidence disease, and the geographical 
focalization disease are becoming more obtrusive. These 
differences host-parasite states may explained terms 
risk infection and exposure parasites but they may also 
the result human socio-cultural and behavioral differ- 
ences about which know very little. 

axiomatic that the tubercle bacillus necessary cause 
the disease. However, know that infection not 
sufficient cause since many instances past infection, 
measured tuberculin protein sensitivity, give demon- 
strable evidence disease. 

has also been observed that man responds invasion 
the tubercle bacillus varying ways. The simplest detect- 
able change tuberculin sensitivity conversion. 
generally believed that this occurs only when invasion the 
body and multiplication the bacilli takes place. The next 


Frost, “How Much Control Tuberculosis?”, Am. 
Pub. Health, 27, 759-766 (August, 1937). 


more intimate association measured evidence primary 
disease. Primary disease may followed re-infection with 
roentgenological changes man, classified minimal, mod- 
erate, and far advanced disease, all which are more less 
reversible states. However, this spectrum host-parasite 
complexes, re-infection disease not reversible primary 
disease because alteration host tissue reactions the 
bacilli. Likewise, death the host, final irreversible end 
result where too many parasites have been successful. 

There also seems disassociation between infection 
and disease insofar sex and geographical location one’s 
residence concerned. Similar clues have been found 
independent research. has suggested that the 
acquisition knowledge the factors involved 
psychogenesis the “skid personality and the social 
forces which seem perpetuate this type would provide 
logical direction for future tuberculosis control programming. 

the basis the foregoing observations would seem 
reasonable set forth the following socio-medical hypotheses 
concerning the incidence tuberculosis, particular, and 
disease states general: 


That infection with the tubercle bacillus not the 
determining factor the production the disease 
tuberculosis. There almost universal infection with 
the tubercle bacillus western industrial society but 
this widespread and uniform infection not paralleled 
equally widespread and uniform disease. 


The second proposition that there exist certain 
unnecessary and insufficient causes the disease tuber- 
culosis, which are characteristic man and are more 
important concert the causation the disease than 
infection the tubercle bacillus. 


Conclusion 


have attempted demonstrate that there “close 
unity and relatedness all knowledge.” The social anthro- 
pologists and epidemiologists who are working reveal this 
knowledge can best reach this goal multidisciplinary team- 
work, but both disciplines must equally oriented multi- 
causality. This can only come about through reappraisal and 
coalescence basic theory and method. The epidemiologist 
must relearn how give proper significance socio-cultural 
factors disease causation. the same time the social 
anthropologist must acquire the necessary nosological 
edge which will enable him beyond his merely consultant 
role. Only then can they actively select areas basic epidemio- 
logical research which lend themselves the skills peculiar 
their disciplines. 


Ottenberg, Bulletin the National Tuberculosis Associa- 
tion, June, 1956 (privately printed). 
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Alcoholism and Tuberculosis 


Joan Jackson and Thomas Holmes, M.D.* 


The 


With the recent discovery several new drugs, has 
become possible arrest tuberculosis more effectively and 
more rapidly than any time the past. The tuberculosis 
patient ten years ago could expect spend several years 
the sanatorium. The tuberculosis patient 1958 can look 
forward returning home well under year. 

Although these new drugs have been boon the majority 
tuberculosis patients, there remains minority who are 
not benefited the same degree. very small proportion 
those who recover more slowly, who relapse, who not 
recover, are allergic the new drugs. However, the largest 
proportion the are people, who, 
because social and psychological difficulties, cannot co- 
operate freely with treatment regime. The most common 
problem among this group alcoholism. 

The proportion alcoholics the sanatorium any one 
time tends larger the Seattle-King County area than 
other parts the country. Several factors are involved. 
First, Seattle has high alcoholism rate. Second, tuberculosis 
case-finding techniques are highly developed and efficient, and 
include the routine X-raying all people admitted jail. 
Third, the State Washington enforces quarantine for 
tuberculosis. The quarantine lifted only after physicians 
certify that the tuberculosis has been arrested. This leads 
longer hospital stays for tuberculous alcoholic patients, 
approximately four months longer than for the non-alcoholic 
patient. Firland Sanatorium Seattle receives almost all 
active cases tuberculosis King County and will soon 
the treatment center for the State. result these factors, 
any one time about 40% the Firland male patients 
suffer from both alcoholism and tuberculosis. 

For the past four years Firland Sanatorium and the Depart- 
ment Psychiatry the University Washington have 
been engaged research the various facets this dual 
illness. The research has been concerned with the relationship 
alcoholism the etiology, course and resolution tuber- 
culosis, and hospital adjustment. 

The research began with the white, male, Skid Row pa- 
tients, mainly because these were the most visible “problems” 
from the point view failures” and hospital 
management. This article will deal briefly with some the 
research findings this group. 


Jackson, Ph.D. Research Assistant Professor and 
Thomas Holmes, M.D. Professor Psychiatry the Depart- 
ment Psychiatry, University Washington School Medicine, 
Seattle. This study has been supported part the National Insti- 
tute Mental Health, U.S. Public Health Service; and the O’Don- 
nell Psychiatric Research Fund. 


Samples and Methods 


The study was based two groups, tuberculous patients 
and non-tuberculous alcoholics, both consisting white, 
American-born males, between the ages and 55, who 
gave their pre-admission residences, addresses within the 
Skid Row area Seattle (as defined Census tracts). Age, 
sex, nativity and area residence were controlled order 
obtain samples with homogeneous socio-economic status, 
period life, and way life. Samples were drawn 1954 
and 1956. Thus the results reported here are those which 
proved reliable replication. 

The tuberculous subjects were consecutive admissions 
Firland Sanatorium who had diagnosis pulmonary tuber- 
culosis. They were classified alcoholics non-alcoholics 
the basis their responses Scale Alcoholism (1) 
from Jellinek’s Drinking History Questionnaire (2). 

The non-tuberculous alcoholics were drawn from admis- 
sions the Seattle Police Department Rehabilitation Project! 
who met the age, race, nativity, and residence requirements. 
These men also met the same criteria for alcoholism. all, 
100 tuberculous patients and non-tuberculous alcoholics 
were studied. 

All subjects completed Jellinek Drinking History Ques- 
tionnaire and Cornell Medical Index Health Question- 
naire (4). addition, Life Experience Schedule was used 
acquire information the subject’s life experience, inter- 
personal relationships, and medical history the time 
admission. The Jellinek Drinking History and the Life 
Experience Schedule both ask for the dates which symptoms 
and events occurred, hence was possible analyze time 
relationships between them. addition, periodic interviews 
were conducted throughout the duration institutionalization 
effort evaluate the nature hospital adjustment. All 
information was recorded verbatim shorthand. 

fifth the tuberculous patients were given psychological 
tests. The psychological data will not dealt with any 
length this report, except insofar they throw light 
other findings. 


Findings 


The responses white, male, Skid Row tuberculous 
patients the Jellinek Drinking History Questionnaire in- 


The Seattle Police Department Rehabilitation Project facility 
which any person arrested several times for drunkenness can 
for rehabilitation instead serving his sentence jail. The em- 
phasis the project returning the man physical health, 
helping him reestablish work routines, and gain insight into his 
drinking problems. One the criteria admission the project 
freedom from communicable disease, including tuberculosis (3). 
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dicated that 84% met the criteria for alcoholism. these 
tuberculous alcoholics were compared the non-tuberculous 
alcoholics, their similarities were found considerably 
more numerous than their differences. These men had become 
alcoholics mean age 35, had been alcoholics for ap- 
proximately eight years, and were mostly far-advanced 
alcoholics. Both groups had shown considerable downward 
social mobility, increased occupational and residential mobility, 
and high arrest rates for drunkenness. 

Although there are some differences between the tubercu- 
lous and non-tuberculous alcoholics their early lives, the 
majority the differences are found during the last 
five years. Most the differences are related the ways 
which the two groups see and handle their deviant drinking 
behavior and the associated social problems, their feelings and 
their relationships with others. 

Until recently both the tuberculous and non-tuberculous 
alcoholics have been citizens Skid Row, U.S.A. the fullest 
sense. They have assimilated the Skid Row culture—its 
values, its language, its mores and customs, its orientation, its 
view the world and the individual’s relationship it. 

They have been highly transient space and relationships. 
Although they have travelled the length and breadth the 
country many times, they have never moved off the Skid Row. 
Surrounded people continually, they have had close 
lasting relationships. They have moved away from problem 
places, problem situations, and problem people. They have 
expected little emotional support from each other and none 
all from people outside their own group. 

Their self-respect has been based Skid Row values and 
consists, not being like others the Skid Row but rather 
not being like members “respectable society.” their 
experiences with people” they have been exhorted, 
jailed, pitied, and ostracized. this occurred they have come 
devalue all that goes with “respectability,” and reduce 
their exposure people” minimum. Their 
constant association with others like themselves has led 
acceptance the Skid Row definitions the situation. Self- 
respect has been retained some degree these situations, 
not feeling that one’s own behavior and group were worth- 
while, but negating the right the “respectable” 
interfere, and denying that they, the way life they 
represent, were worth. these attitudes they have the 
support their group (5, 6). 

Self-respect was also based what they called their 
“independence,” which they were fiercely proud and 
zealously protective. Skid Row denizens “independence” 
has meant freedom from obligations others dependence 
upon them, physical health, and the ability move will. 
This was guarded zealously that rigidly 
curtailed possible responses situations and limited choices. 
When doubt about what how feel, the Skid 
Row citizen moved. 

Usually, however, few tenuous ties the world beyond 
the Skid Row remained. parent still searched for them 
sent money occasionally. They felt they could still drop 
they rarely did. When having fantasies about the day when 
they would “get off the Skid Row,” the dreams often included 
down,” and “sobering up.” 


home, 


recent years the alcoholics who became tuberculous 
became alienated from the Skid Row way life and its 
people. When they were diagnosed tuberculous, their 
customary way life was the process change. This was 
not true the alcoholics who were non-tuberculous the 
time the study. Almost half the tuberculous alcoholics, 
compared less than one-fifth the non-tuberculous 
alcoholics, had made serious effort eliminate their drinking 
behavior, which resulted period sobriety longer than 
any they had known before. Significantly greater proportions 
the tuberculous alcoholics had given transiency 
way life. More had become dependent continuously 
community agencies. Larger numbers were becoming progres- 
sively more institutionalized, spending increasing amounts 
time general hospitals, mental hospitals, and jails. Skid Row 
culture based deviant drinking behavior, transiency, and 
the illusion individual independence self-sufficiency. 
Changes such basic behavior led isolation from almost all 
Skid Row relationships despite continued residence the 
Skid Row. 

The few non-tuberculous alcoholics who were also the 
process changing their customary way life and 
becoming aliens Skid Row were more analogous immi- 
grants. Their efforts change were associated with seeking 
membership society. change drinking 
behavior was associated with temporary membership 
holics Anonymous church; the relinquishment tran- 
siency with attempt return the family least 
move off the Skid Row; increasing institutional depend- 
ency was mostly the jails. addition, while more the 
tuberculous alcoholics attempted change all three areas, 
the non-tuberculous alcoholic who tried change tended 
try only one area life time. 

important time correlate this alienation the 
tuberculous alcoholic was the loss the fantasy eventually 
“going home settle down and sober up.” them, home 
disappeared parents died wives finally divorced them, remar- 
ried, children married conclusively cut their fathers 
out their lives. 

When the tuberculous alcoholic describes the year preceding 
the diagnosis tuberculosis presents picture anxiety, 
depression, and considerable uncertainty about his adequacy 
person. still feels that ought independent and 
self-sufficient but longer optimistic about this being 
possible. This illustrated his wish handle his life and 
his problems any way sees fit but expects immediate 
help forthcoming from others should his own manage- 
ment his life fail. His effort change his drinking pattern 
was associated with intense anxiety. accomplish this, even 
for limited time, felt necessary withdraw from all 
his relationships with people and “to tough alone. 
Thus long periods time were spent solitude and without 
distraction from concerns about returning drinking, guilt 
about the past, and uncertainty about himself adequate 
person. Evidence presented elsewhere indicates that this 
psychosocial setting resistance infection significantly 
lowered and tuberculosis has its onset (7, 8). 

Although presents this picture, the tuberculous alcoholic 
disclaims all feelings and all emotional difficulties. That 
has emotional problems can inferred 
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tests, the Cornell Medical Index Health Questionnaire, and 
from his own descriptions his behavior. The extent which 
recognizes his feelings not known. However, certain 
that does not admit discuss them. This marked 
contrast the non-tuberculous For example, the 
same proportions tuberculous and non-tuberculous alco- 
holics conceive themselves nervous people. tuber- 
culous alcoholic confines himself this statement, while the 
non-tuberculous alcoholic provides ample documentation 
the state calls Both groups show the same 
degree deviant behavior with respect the use alcohol 
measured scale (1). The non-tuberculous alcoholics 
show degree psychological involvement drinking which 
highly correlated with this scale value. The tuberculous 
alcoholics, the other hand, deny psychological involvement. 
They not admit emotional difficulties related drinking 
the consequences drinking. Yet larger proportions 
tuberculous alcoholics have attempted recently change 
their drinking patterns, which would suggest that they had 
experienced some the problems associated with it. 

The difficulties recognizing, accepting communicating 
about their emotions contribute perceptual distortion. 
Realistic adaptations situations tend fortuitous when 
they occasionally occur. Effective communication with others 
who might help them perceive reality more clearly cannot 
occur, partly because the tuberculous alcoholic cannot see 
discuss his problems, partly because those who could help are 
perceived out-group, and partly because the tuberculous 
alcoholic responds problems withdrawing from social 
interactions and insisting his self-sufficiency. 

When hospitalization for tuberculosis occurs, Skid Row 
patterns behavior, attitudes, and associations become reacti- 
vated. The tuberculous alcoholic was diagnosed tuberculous 
while his customary patterns adaptation were undergoing 
change. Insisting the necessity for managing this change 
himself, withdrew from others. When was diagnosed 
tuberculous and told must enter the sanatorium for 
treatment, the problem changing was taken out his 
hands. This familiar situation itself triggered customary 
responses. was again exposed the attitudes and authority 
people which have reinforced his identification 
with Skid Row the past and now again. withdrew 
from the staff and non-alcoholic patients and into his own 
group. 

Complete withdrawal was longer necessary means 
changing his drinking behavior. felt that the fact 
hospitalization had eliminated drinking and the concerns 
associated with it. mixed more and more with other 
Skid Row patients the hospital setting, the old attitudes 
about drinking gradually reappeared, reinforced his identifica- 
tion with the Skid Row, and his differentiation from all others. 
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the same time the right drink became the symbol 
independence and self-sufficiency. When could manage 
drink felt that had asserted himself. Considerations such 
the effect his behavior his chances recovery from 
tuberculosis, his subsequent relationships with non-alco- 
holics the hospital, and his later way life were 
secondary managing his own affairs his own way. That 
the decision remain non-drinking might serve proof 
independence and self-sufficiency just effectively drinking 
did not occur him. 

Upon release escape from the sanatorium, most these 
patients return the Skid Row way life. Hospitalization 
has provided milieu within which personal equilibrium could 
regained, and within which the process alienation and 
isolation from Skid Row associates could reversed. For some 
the Skid Row pattern life must provide for the maintenance 
the regained personal equilibrium. known that un- 
successful for least third they repeat the total pattern 
experience which preceded tuberculosis initially and return 
the sanatorium for further treatment. 
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Socio-Economic Level and Maternal Attitudes Toward 


Parent-Child Relationships 


Mildred Kantor, John Glidewell, Ivan Mensh, 
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Introduction 


recent years, there has been upsurge interest 
the social aspects medicine, with medicine and sociology 
cooperating number studies social factors health 
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data suggesting that there relationship between socio- 
economic level and the incidence, prevalence, and treatment 
mental illness. Further, the preventive well 
the treatment programs, similar relationships have been 
observed.? 

Preventive mental health have been con- 
cerned with early case-finding and with education toward the 
development attitudes believed conducive good 
mental health. These goals have origins consistent with the 
history other health activities, where professionally trained 
personnel have not been available sufficient numbers. 
Specialized treatment individual basis expensive and 
any event can serve but few those needing help. The 
purpose the present study examine the relationship 
between socio-economic level and maternal attitudes, rela- 
tionship significant affecting the direction and content 
community programs for mental health. 

part the background the current study, Buchmuel- 
ler and found early their school mental health 
work that certain populations could use the school mental 
health service more readily than others and that the schools 
which they met with marked success served populations the 
lower-middle and upper-lower socio-economic levels. They 
experienced difficulty, and ultimate failure, after two years 
effort schools serving deprived Negro 
the opposite end the socio-economic scale, great difficulty 
was experienced discussion leaders the St. Louis lay 
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education program!4 who went out with mental health films 
the private schools serving the upper-middle and upper 
levels. 

Concerning the socio-economic the audi- 
ence reached parent education programs, Brim reported!> 
that the major studies (which use data from the decade 
1920-1930 and few years thereafter) demonstrate that, for 
all parent education techniques, the percentage persons 
reached varies directly with socio-economic level. Brim cau- 
tioned, however, that this generalization probably should not 
applied extreme upper socio-economic groups for whom 
little data are available and hence that the generalization may 
hold only the limits upper-middle lower-upper 
socio-economic positions. 

The socio-economic aspects the mental health movement 
and its educational content were discussed Kingsley Davis 
his article, “Mental Hygiene and the Class 
found that the personnel the mental health movement 
were predominantly upper-middle class professionals the 
Protestant faith and that the literature the movement 
reflected the values their socio-economic class. 

These findings have led growing awareness the 
importance socio-economic levels the determination 
the suitability particular mental health program for 
community. illustration this increased awareness also 
seen the hypothesis proposed Domke and Buchmuel- 
describing the mental health service program the St. 
Louis County Health Department: “Such factors concen- 
tration population, cultural background the population, 
socio-economic levels, community organization, and other 
social and environmental data are significance determin- 
ing both the needs the school community and the specific 
mental health program developed and through the 
schools.” 

The emphasis placed upon maternal attitudes mental 
health services has its basis three areas activity: 
clinical treatment children and/or their parents, pre- 
ventive community psychiatry, and research parent- 
child relationships. Witmer, parental behavior 
index the probable outcome treatment child 
guidance clinic, noted, for example, that clinical success 
work with children largely dependent upon the psychological 
climate the home. the area preventive community 
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psychiatry, Buchmueller, Porter, and Gildea!? found that 
various types behavior problems among children can 
markedly improved method group therapy aimed 
primarily the parents and only secondarily non-parental 
influence: The research studies Shoben, 
and also demonstrated similar relationships between 
maternal attitudes and behavior children. 


Method 


The importance maternal attitudes adequate 
mental health service program and the awareness the 
various socio-economic levels which such programs are 
directed have stimulated research inquiries concerning the 
relationship between these variables. part larger study 
designed evaluate the preventive mental health service pro- 
gram the St. Louis County Health 17- 
item attitude questionnaire was administered sample 
815 mothers third-grade public school children. The ques- 
tionnaire items were designed identify maternal attitudes 
which are significantly related adjustment children. 
These items were derived part from group items used 
Shoben?> differentiate group mothers problem 
children from control group mothers normal children. 
Each the items was selected because its assumed relation 
specific area maternal attitudes. Four the items 
related whether not the mother considered herself in- 
volved the child’s problem. Four were items indicating the 
mother’s attitude toward discipline and conformity; three 
items related method handling sexual play ideas; four 
items indicated parental rejection; and there were three 
unclassified items. Responses those items were expected 
vary with the socio-economic level the family. 

The sample 815 mothers was divided into three groups— 
upper, middle, and lower socio-economic levels—in order 
test for differences among socio-economic levels. The criteria 
for the socio-economic classification family were, order 
primacy: occupation head family, education 
head family, and gross family income. 
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Findings 


Eight the seventeen items were found significant 
the .05 level probability better chi-square tests. 
these significant items, one was rejection item, one 
responsibility item, two discipline and conformity items, three 
sex items, and one unclassified item. The attitude questionnaire 
with the chi-squares and their probabilities appears Table 
all cases where the items were significant, the higher the 
socio-economic level the mother the more likely she was 
disagree with the statement. The distribution the 
maternal attitudes generally linear. 


Table 


17-Items—Social Class Differences 
Maternal Attitudes 


Attitude Item* 


6, Parents who are strict with their children 
know ahead of time what their children 
will do and what they won't do, 


16, It is hard to know when I am forcing my child 
to be too different from other children, 


3, It is hard to know when to make a rule and 
stick by it, 


20,33 


13, The most important thing children should 
learn is obedience to their parents, 


1. Problems in children come out of troubles §,17 70 

inside the family, 

8, when neighbors or teachers complain about 1,59 98 

the behavior of a child, this shows that 
the parents haven't done a good job, 
12, No matter what parents try to do, there are 001 
children who don't change at all in the way 
they behave, 

14, It is hard to know when to let boys and girls 001 
play together where they can't be seen, 
7, It is hard to know what healthy sex ideas are, 001 
10, It is hard to know what healthy sex play is, 05 
15, when they can't have their own way, children 50 
try to get around the parents some other way, 

17, Children should not bother their psrents 10 
with petty problems, 

ll, Children don't try to understand their .70 
parents, 

4, Jealousy is just a sign of selfishness in 001 

children, 

5. School is a hard place for children to get .10 

along in, 

9, It is hard to know what to do when a child .50 


is afraid of something that won't hurt him, 


Children have more fun than grownups do, 


*The number by the item indicates the order in which it appeared 
in the instrument which was checked by the mother, 


Figure shown the comparative distribution the 
responses mothers the three socio-economic levels the 
attitude items involving discipline and conformity. Responses 
two (nos. 13) the four items were found vary 


significantly socio-economic level. The higher the socio- 
economic level the mother, the more likely she was feel 


that standards discipline and behavior are comparatively 
easy establish and disagree that the most important thing 
children should learn obedience their parents. 


Figure 
Comparative Responses Items Involving 
Discipline and Conformity 


Percent 
Agreeing 


6, Parents who are strict with /|Upper 
their children know ahead of 
time what their children will do 
and what they won't do, 


Percent 
Disagreeing 


16, It ie hard to know when 
I am forcing my child to be 
too different from other 

children, 


* 3, It is hard to know when 
to make a rule and stick 
by it. 


*13, The most important thing 
children should learn is 
obedience to their perents, 


The terminal portions of the bar /nudicate the proportion of extrene 
responses=="strongly agree," or "strongly disagree,” 


*Significant differences for the socio-economic levels et the .05 level of 
probability or better in chi~square tests; 


Figure presents the comparative distribution the 
responses mothers the various socio-economic levels 
the attitude items involving responsibility for 
problems. The responses one (no. 12) the three items 
were found differ significantly socio-economic level. The 
higher the socio-economic level the mother, the more likely 
she was feel that parents can influence the behavior 
their children. 


Figure 
Comparative Responses Items Involving 
Responsibility for Child’s Problems 


Percent Percent 
Agreeing Disagreeing 
1, Problems in children come 
out of troubles inside the 
family, | 20 
complain about the behavior of i. 
a child, this shows that the 
parents haven't done good job, 
#12, No matter whet parents try (i ary 
to do, there are children who aes 


don't change at all in the way 
they behave, 


The terminal portions of the bar indicate the proportion of extreme 
responses--"strongly agree," or "strongly disagree," 


*Significant differences for the socio-economic levels at the ,05 level of 
probability or better in chi-square tests, 


The comparative distribution the responses the 
mothers the three socio-economic levels the attitude items 
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involving uncertainty about sexual training presented 
All three the sex items were significant, with 


Figure 


Comparative Responses Items Involving 
Uncertainty About Sexual Training 


S-E Percent 
Level Agreeing 


Percent 
Disagreeing 


Item 


when to let boys and 
girls play together where b_38{62 
they can't seen, 
healthy sex ideas | 64 


is, 


The terminal portions of the bar indicate the proportion of 
extreme responses--"strongly agree," "strongly disagree," 


*Significant differences for the socio-economic levels at 
the ,05 level of probability or better in chi-square tests, 


the upper-class women feeling that the sexual problems 
their children are relatively easy understand and deal with. 

Figure shown the comparative distribution the 
responses mothers the different socio-economic levels 
the attitude items involving rejection. The responses one 
(no. the four items were found vary significantly 
with the socio-economic level the mother. The higher the 
socio-economic level the mother, the more likely she was 
disagree that jealousy just sign selfishness 


children. 


Figure 


Comparative Responses Items Involving Rejection 


Percent 
Disagreeing 


15, When they can't have /Upper 
their own way, children 
try to get around the 

parents some other way, 


17, Children should not |Upper 
bother their parents 
with petty problems, 


11, Children don't try 
to understand their 
parents, 


*4, Jealousy is just a 
Sign of selfishness in 
children, 


The terminal portions of the bar indicate the proportion of extreme 


responses=-"strongly agree," or "strongly disagree," 


*Significant differences for the socio-economic levels at the ,05 
level of probability or better in chi-square tests, 


Figure presents the comparative distribution the 
responses the mothers socio-economic level the three 
unclassified items. Significant variations socio-economic 
level were found one the three items. The higher the 
socio-economic level the mother, the more likely she was 
disagree that children have more fun than grownups do. 


Figure 
Comparative Responses Unclassified Items 
Percent 
Disagreeing 


5. School is a hard 
place for children 


get along in, 

what to do when a child 

is afraid of something 

that won't hurt him, 

Children have more 


fun than grownups 
do, 


1ne terminal portions of the bar indicate the proportion of 


extreme responses-~"strongly agree," or “strongly disagree," 


*Significant differences for the socio-economic levels at the 
205 level of probability or better in chi-square tests, 


Another dimension along which the attitude items may 
grouped that certainty action. There are six such 
“hard know” items (nos. 10, 14, 16). Significant 
differences socio-economic level were found the responses 
four these six items. The higher the socio-economic 
the mother the more likely she was believe that not 
hard know what about child behavior. 


Discussion 


Examination the findings has shown that certain classes 
items are more likely than others significant with 
regard variation socio-economic level. All three the 
items dealing with attitudes toward sex (Figure and one 
unclassified item were significant this respect. Also 
significant were two the four discipline and conformity 
items (Figure 1), one the three responsibility items 
(Figure 2), and one the four rejection items (Figure 4). 

Study the data also suggests that the responses may have 
additional source variation, correlated with socio- 
economic level. shown Figures through one 
moves the socio-economic scale, one finds tendency for 
greater proportions mothers disagree with the attitude 
items. This phenomenon could imply that the socio-economic 
differences found are partly differences general tendency 
disagree and only partly, differences attitude. The ex- 
istence this correlation cannot demonstrated the 
present however, has important implications for the 
use attitude questionnaires future research work. 
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The findings the present study may related the 
findings other investigations social class 
rearing patterns. Allison Davis that the lower- 
middle class, more than the lower class, parents exert 
strenuous and unrelenting push motivate their children 
study their lessons; repress aggression school; inhibit 
sexual impulses and avoid cabarets, beer parlors, pool halls, 
and gambling houses. Davis and and 
report that middle-class families are more rigorous than 
lower-class families their training children for feeding 
and cleanliness habits, that they place more emphasis the 
early assumption responsibility for the self and individual 
achievement, and that they are less permissive their regimen. 
the present study, the discipline and conformity items, the 
sex items, the responsibility items, and the last the three 
unclassified items, tap attitudes which may related these 
child-rearing practices. Our finding, that the proportion 
mothers who express certainty action concerning the sex 
ideas and behavior their children increases with progression 
from lower upper socio-economic level, may clarify Davis’ 
finding that the lower-middle more than the lower class, 
parents try motivate their children inhibit sexual 
impulses. 

The findings the present study concerning discipline and 
conformity are also fairly With increasing socio- 
economic level greater proportion parents place emphasis 
upon rules. These data are consistent with those the earlier 
studies (see above). social class differences were found, 
however, the ability the parents predict their child’s 
behavior and the extent which their own action causing 
the child differ from other children. This latter dimension 
was not examined the earlier child-rearing studies reported 
above. 

The findings from the analysis the responsibility items 
are less clear. Contradictory the Davis and Havighurst, 
and the Ericson findings—that middle-class families more 
than lower-class families emphasize the early assumption 
responsibility for the self—the one significant attitude item 
this study indicates that the higher the socio-economic level 
the family the more likely the mother place responsibility 
for the child’s behavior with the family. This relationship, 
however, derives from only one the three attitude items 
which attempted get the placement responsibility, and 
the other two items did not show this significance. The 
unclassified item which concerned the difficulty children have 
getting along school, did not show significant variation 
socio-economic level and thus suggests that although 
middle-class parents place more emphasis upon proper behavior 
achievement, there are differences 


school and academic 


26. Davis, “American Status Systems and the Socialization 
the Child,” Clyde Kluckhohn and Henry Murray (eds.), 
Personality Nature, Society, and Culture, New York, Alfred 
Knopf, 1950. 


27. Davis and Havighurst, “Social Class and Color Dif- 
ferences Child-Rearing,” Clyde Kluckhohn and Henry Mur- 
ray (eds.), op. cit. 

28. Ericson, “Social Status and Child-Rearing Practices,” 
Readings Social Psychology, New York, Henry Holt and Co., 1947. 


among the socio-economic levels their perceptions 
school environment their children. 

general, the findings indicate that there attitude 
dimension parent-child relationships which varies with 
socio-economic level practices child care. one moves 
from lower upper socio-economic levels, there tendency 
for mothers express greater clarity and certainty (as the 
“hard know” items) their views concerning discipline 
and sex. There also are suggestive findings concerning respon- 
sibility and rejection. The items were originally designed 
measure certain dimensions maternal attitude—concerning 
discipline and conformity, responsibility for child’s problems, 
uncertainty about sexual training, and rejection—which are 
hypothesized significantly related the adjustment 
children. Greater understanding the meaning the re- 
sponses the items requires additional study. One group 
analyses might deal with the components the socio-economic 
index, occupation, education, and income, attempt see 
there are variations the associations these characteristics 
with the different attitude items. second set analyses 
might focus upon the relationships between the attitude items 
and other basic social characteristics the family, such sex 
ratio siblings, orientation social organization, and number 
children. Still third group analyses might center 
around the patterns attitude response and the consistency 
attitude response. Further study relating attitudes be- 
havior mothers might also help clarify the results. 

The findings the present study have import for the 
development community mental health programs since these 
programs are centered around maternal attitudes toward 
parent-child relationships. They indicate that there are social 
factors which are related these attitudes and which may 
determine the acceptability these attitudes group. 
Clarification these relationships may lead variation 
mental health programs according the characteristics 
the population the program attempting reach. The find- 
ings the present study indicate that socio-economic level 
one the social characteristics considered, especially 
with regard attitudes toward discipline and sex. 


Summary 


Early the community mental health work conducted 
the St. Louis County Health Department, was discovered 
that various degrees were encountered different 
areas the county gaining acceptance for the service pro- 
gram. was recognized that one the major dimensions 
differentiating the various communities was socio-economic 
level. The work reported here identifies group maternal 
attitudes which vary with socio-economic level 
implications for mental health service planning. 

The relationship between mental health attitudes toward 
parent-child relations and socio-economic status groupings has 
been examined. The importance suiting particular kind 
program group people with distinctive characteristics 
has been cited. Evidence was taken from part larger 
study designed evaluate community preventive mental 
health program which there were demonstrated positive 
relationships between maternal attitudes toward parent-child 
relationships and socio-economic status the families. 
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